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Glossary of Terms

ACSC - Ambulatory care sensitive conditions

Agency — Refers to any state or federal entity with which Partnership Programs interact
CBRF — Community Based Residential Facility

CMS — The Centers for Medicare and Medicaid Services

Consumers — Refers to people who are enrolled in or may need services from long-term
care programs like the Wisconsin Partnership Program; may also be referred to as
members or participants

DHFS — Wisconsin’s Department of Health and Family Services

EQRO — External Quality Review Organization

IDT — Interdisciplinary Team consisting of consumers, nurse practitioners (NP), social
workers (SW), registered nurse (RN), and team coordinators.

HCBS Waivers — Home and Community Based Services Waivers

Members — Refers to people who are enrolled in the Wisconsin Partnership Program;
may also be referred to as consumers or members.

NP — Nurse practitioner

Organization — Refers to any potential Partnership Provider
PIP — Performance Improvement Projects

PCP — Primary Care Physician

Partnership — Refers to the Wisconsin Partnership Program

Provider — Community and Health Care service providers with whom Partnership
Programs contract for services

RAD - Resource Allocation Decision-Making (RAD) Process

RN — Registered Nurse

WPP — Wisconsin Partnership Program
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Chapter 1
Introduction to the Partnership
Replication Manual

Background

The Wisconsin Partnership Program was developed with generous support from the
Robert Wood Johnson Foundation under its Building Health Systems Initiative. Planning
began in 1992, program development commenced one year later, and the first Partnership
member enrolled in 1995. Every aspect of program planning and development reflected
a commitment to an interdisciplinary approach, as well as a fundamental collaboration
among the Wisconsin Department of Health and Family Services, the University of
Wisconsin-Madison’s School of Nursing research team, and private sector service
delivery organizations. In addition, the mutual respect, appreciation, and continuing
efforts of early participants were a significant component in the Partnership Program’s

success (See Appendix A for initial grant proposal narrative).

Purpose

The purpose of this manual is to assist individuals and organizations considering the
adoption of a Partnership model to serve their long term care populations. Designed from
the point-of-view of Partnership organizations, this document is a starting point from
which you will decide whether the Partnership model is right for your purposes,
population, organization, and circumstances. If Partnership is the right fit, this manual
will guide your agency to prepare for the planning and development of a Partnership

Program.

Partnership Replication Manual
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Specifically, the manual will addresses the following questions:

e [s Partnership the right model for the population my organization serves?

e [s Partnership a feasible model for the context in which I am considering it?

e What planning and preparation are necessary to maximize the chances of
successful implementation?

e How do I go about establishing a Partnership Program?

e What challenges can I anticipate and how can I best prepare for them?

e  Who should I select as planning partners?

e How can I best work with these partners?

The manual addresses each of these and other questions based primarily on the
experience of current and former staff in the four Partnership Programs currently
operating in Wisconsin. Each of these Partnership Programs was built on a community-
based long-term care program; two were Independent Living programs serving mainly
adults between 18 and 65 years old with disabling conditions, and two were built on
existing Program of All-inclusive Care for the Elderly (PACE) sites. Consequently, the
manual is written from that perspective. The manual may be less relevant for large health
care organizations wishing to start a Partnership Program. However, there is much here

to inform and guide a program developed within such an organization.

If you have questions as you read through the manual, or if want details about any aspect
of Partnership Program development, contact any of the WI Partnership Programs for
assistance or consultation (See Appendix B). Their experience and expertise will be

helpful as you consider developing a Partnership Program.

Partnership Replication Manual
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In addition, the manual highlights the insights and experiences of the researchers and
consultants involved in the initial development and evaluation of the Partnership
Program, as well as various individuals who have worked with one or more of the
Wisconsin Partnership sites over time. It is replete with wisdom from staff who
participated in the planning, implementation, and evaluation of the Partnership sites in

both rural and urban Wisconsin.

The manual primarily addresses aspects of planning and developing a Partnership
Program and includes examples to illustrate some of the important considerations along
the way. The appendices contain many useful forms developed and generously provided
by the four Partnership sites. These can be used as templates in designing new programs,

both to provide guidance and to reduce development time.

Development of the Manual

This manual was developed through an extensive review of Partnership documents
generated between 1993 and 2003, a series of interviews with partnership staff at all
Partnership sites, focus groups with Partnership management staff, and interviews with

key individuals involved in developing the Partnership Programs.

Organization of the Manual
This manual is presented in two major parts, each with multiple chapters, case examples,
and advice from experienced Partnership staff who designed, implemented, and now

operate successful Partnership Programs in Wisconsin.

Partnership Replication Manual
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Part 1: The Philosophy, Design, & Experience

Part 1 of the Manual introduces the Wisconsin Partnership Program and provides a
glimpse of the differences it can make for consumers. Chapter 1. Introduction provides
background information, describes the purpose of the Partnership Program and the

replication project, and orients readers about how to use this manual.

Chapter 2. The Human Side of the Partnership Program compares the experience of
“Albert,” a long-term care consumer in a “typical” long-term care program, with that of
“Albert,” a Partnership member. Although this section is quite brief, it will allow you to
determine quickly whether it is worth the effort to keep reading. If you are compelled by

the difference in Albert’s life as a Partnership member, read on.

Chapter 3. The Philosophy of the Wisconsin Partnership Program includes a description
of the philosophy guiding the Partnership Program, how the philosophy relates to the
design of the program, and why other existing models, including PACE and Wisconsin
Home and Community Based Services (HCBS) Waiver programs were determined to not
have all the necessary components. It explains why the Partnership founders were
determined to create a fully integrated program and how they would proceed with

integration.

Chapter 4. The Partnership Model outlines the Partnership approach, providing details
about its fully integrated funding streams, integrated provider network, approach to

consumer-centered planning, and its unique interdisciplinary team.

Partnership Replication Manual
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Chapter 5. Partnership Outcomes focuses on outcomes related to the Partnership Program
including cost effectiveness, decreased institutionalization and hospitalization, and

consumer satisfaction.

Chapter 6. Target Population describes the populations for which the Wisconsin
Partnership Program was built—Ilow income, frail, chronically ill adults. This is not to
suggest that the Partnership Program could not be applied to other populations, but it is
important for readers to understand the general characteristics and potential service needs
of the population for which the program was developed. This chapter also provides
information on what organizations may need to consider if they plan to alter the

Partnership design to meet the specific needs of other populations.

Part 2: Organization and Program Development

Part 2 focuses on the necessary steps toward Partnership Program adoption. Chapter 7.
How a Partnership Program Changes a Manual of the manual discusses the impact of
adopting a Partnership program and the accompanying changes that organizations might

face throughout the planning and implementation processes.

Chapter 8. Steps to Program Adoption: Pre-feasibility outlines the careful planning and
preparation required when an agency considers building a Partnership Program. This

chapter addresses the first step to program adoption: a Pre-feasibility Study.

Chapter 9. Steps to Program Adoption: Preliminary External Feasibility and

Relationship-building describes how the Preliminary External Feasibility and relationship

Partnership Replication Manual
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building phase of program adoption. It focuses on needs assessment, relationships with

state agencies and departments and community stakeholders, and network development.

Chapter 10. Steps to Program Adoption: Full Feasibility Study discusses a range of issues
related to the next step in program adoptions: a Full Feasibility Study. This chapter
focuses on an agency’s internal and community capacity for a Partnership Program. It
reiterates the importance of building relationships with state staff and offers insight about

developing contracts.

Chapter 11. Steps to Program Adoption: Capacity Development addresses the last step in
adopting a Partnership Program: Capacity Development. Key areas of discussion include
building internal capacity to support a Partnership Program (management structures,
information and financial systems, expansion of agency board, contracting, and risk
management) and developing external capacity, including relationship building with state

and providers and establishing enrollment networks.

Special Features

Throughout the manual, quotes from current Partnership Program staff have been
included as relevant to the discussion. Each of the individuals quoted in the Voice of
Experience sections has considerable experience with some aspect of the Partnership

Program and is considered one of the leaders in the overall Partnership effort.

Case examples are also included to illustrate and reinforce points made in various

discussions. These are the real life reflections of how a Partnership Program is

Partnership Replication Manual
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developed. Some illustrate missteps and some achievements. Both are important to

share.

Finally, Decision Point Checklists are provided at the end of Chapters 8-11. These
checklists were crafted to help organizations think about whether to read on. They
provide clear, tangible guides for considering whether Partnership is likely to be the right
model for your organization. The checklists also help identify things that might need to

be in place to maximize an agency’s chances of success in implementation.

This manual provides an outline of the processes and information needed to decide
whether or not to proceed with a Partnership model. It does not provide the level of
detail needed to implement a Partnership Program. There is a list of experienced
Partnership staff who can provide additional guidance on each of the specific processes
described in the manual (See Appendix B). Feel free to contact these people; their insight

will be valuable as you consider adopting a Partnership Program.

Partnership Replication Manual
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Chapter 2
The Human Side of the
Partnership Program

Introduction

This chapter illustrates the differences a Partnership Program can make in the lives of the

consumers you serve or are planning to serve. The case example below represents a

composite of long-term care consumers, someone we are all familiar with, whose needs

are not well matched to either traditional long-term care or health care systems. In this
scenario, Albert can be seen falling through many of the usual cracks. Despite the best

efforts of skilled, committed providers in multiple settings, Albert suffers the

consequences of poorly designed systems. It reflects the impact of systems that are not

well designed to serve long term care consumers.

Case Example

Albert Harris, an 84-year-old man, has been living in the same home in his
relatively quiet community for many years. Recently Albert has been having
blackouts. This has prevented him from doing all the things he used to enjoy. He
no longer makes a trip to the senior center on Wednesdays or takes his walk to the
coffee shop on Friday mornings. He has even missed weekend dinners with his
family. Albert is saddened by the loss of these activities.

As Albert’s care manager, you have been trying and trying to get him an assistive
device so he can get around his home with greater ease. In the meantime, you
have tried to get more personal care hours than he currently is receiving. These
extra hours are not getting approved because the personal care agency working
with Albert has a high turnover rate. Workers often show up later than they are
scheduled, so he misses important activities. You know Albert has medical
problems that need attention. He has several medications. You know he doesn’t
take them all, but you are not sure what they are all for. You have called his
physician several times. No phone call has been returned, although they promise
to call back.

Partnership Replication Manual
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Last week one of Albert’s personal care workers called you. She says she went to
Albert’'s home the week prior and he was not there. You write a note to look into it
after your current workload has been taken care of. A few more days go by and
the personal care workers have quit going to his home. You have finally tracked
down that Albert was hospitalized. Evidently he spent nine hours in the
emergency room while they tried to figure out what medications he was taking. He
was in the hospital and was hallucinating. He was assessed as having dementia
and has been tied down. His response was to fight and the gentle man you knew
has become scared, angry, and aggressive. He hasn’t been out of bed much as is

becoming very weak.

Three weeks later you learn Albert was discharged to a nursing home that you
know is not very good. He was sent there against his will. He is now depressed
and confused. You believe that he needs a reason to live and that company and
interesting activities will pull him out of this, but nothing seems to be done to
achieve this. The primary care worker who can motivate him has been
reassigned. The staff just tell you how understaffed they are. You try to have him
sent home but are unable to convince the doctor and find a reliable set of
providers in the community. His usual workers have already been reassigned.

Weaknesses of Long-term Care Systems

Anyone who has worked in long-term care is familiar with the frustrations experienced

by consumers and service providers. Some of these concerns are captured in Albert’s

story. Traditional long-term care systems are simply not well designed to meet the needs

of either consumers or providers. Some commonly occurring problems include:

Long delays for services that are needed immediately

Failure to approve services that are clearly necessary

Poor follow through with approved services

Poor communication across providers and systems

Scheduling that is inconvenient for the consumer

Unreasonable demands for care managers or providers to document, often

repeatedly, the need for service

Partnership Replication Manual
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e Ongoing paper compliance requirements
e Lack of coordination between health care and community support systems leading
to redundancy and inefficient service delivery

e Failure to honor consumer choice

Voice of Experience

Even the best providers, skilled and committed people, can’t provide
effective long-term care to consumers when “systems” are not aligned
to do this.

These system problems have serious consequences for both consumers and providers.
Consumers are forced to go without important services, undermining both the
effectiveness of their care and the quality of their lives. Consumers who receive services
from several providers or agencies must figure out how to coordinate these services and
providers with each other. This can lead to confusion, exhaustion, and in many cases,
deciding to go without important services. Consumers cannot always expend the time or
energy required to organize and coordinate their services. Most frustrating is the

knowledge that things could go much better if only the systems were better designed.

The same system problems have consequences for providers. Despite these problems,
providers in both long-term support and health care try to “do the best they can under the
circumstances.” As frustrations mount, many providers do what long-term care
consumers often do. They simply give up. Social workers stop calling local physicians
who don’t return their phone calls. Nurses stop advocating to keep frail older adults from

being discharged from the hospital too soon. Physicians stop ordering services and

Partnership Replication Manual
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treatments that are repeatedly denied. One particularly unfortunate consequence of these
system problems is that some of the best care managers and providers leave the work

altogether. Continuing to care becomes a liability (See Appendix C).

Sometimes providers and long-term care workers blame each other for the problems and
frustrations that are generated by the systems they work in. Nurses sometimes blame
physicians for not being sensitive to a consumer’s home situation, or they blame long-
term care workers for not adequately encouraging a consumer to stick with a treatment
program designed to keep the consumer out of trouble. Nurses sometimes blame
patients/consumers for not cooperating with what is “obviously” in their best interest.
Social workers blame nurses for not adequately appreciating how a treatment plan affects
the consumer’s quality of life and for limiting consumer choice because the nurse is too

concerned about physical safety.

Care providers and care managers often survive by finding ways to come as close as
possible to the outcome they know is best while remaining frustrated and unsatisfied that
they can’t do better. The Partnership research documented important, consistent
differences in how nurses and social workers provide ‘consumer centered’ care. These
differences can be used to enhance care in a highly integrated program. Otherwise, under
different circumstances, the same differences become divisive and undermine care

quality (See Appendix D).
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The Partnership Approach

These are the frustrations that Partnership tries to prevent. By offering a different set of
ground rules, the Partnership Program is designed to address the problems that lie at the

heart of long-term care.

Partnership offers another way of doing business. Imagine if you had a close working
relationship with health care providers and long-term support workers who also worked
with your client? What if you worked in a program that had a single source of funding,
and there was no prior authorization requirement? What if you could work in a system
that was able to determine what is needed and just provide it? What if you were
informed as soon as a consumer was hospitalized, had a medical crisis, or was being seen
in a local emergency room? What if you had the authority to demand that certain care
was given or a standard of quality was met in a hospital or nursing home environment?
What if you had the ability to supplement the care a consumer received in a hospital or
nursing home setting? What if you were always notified before a consumer was

discharged from a hospital?

The Wisconsin Partnership Program is designed to make these things possible. Below is
the second “Albert” scenario. Albert is now enrolled in a Partnership Program. The
scenario offers a snapshot of the impact the Partnership model has on a person’s life and
describes what can be expected as a Partnership member. It reflects the usual way of

doing things in Partnership, not the exception.
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Case Example

Albert Harris, an 84-year old man, has lived in the same home in a relatively quiet
community for several years. He has recently been experiencing blackouts which
have caused him to stop doing all the things he enjoys: Wednesday trips to the senior
center, Friday walks to the coffee shop, and weekend dinners with his family. His
previous care manager tried very hard to advocate for him and to provide more
services, but the restrictions of the program limited her ability to be successful. She
had heard of the Wisconsin Partnership Program (WPP) and made a referral.

The WPP Intake Team contacted Albert and enrolled him within 2 weeks. Albert’s
primary care physician (PCP) was on the provider list and had one other patient who
was in WPP. Due to a miscommunication, she was unaware of Albert’s blackouts.
The Intake RN talked to the Partnership Interdisciplinary Team (IDT) including a nurse
practitioner (NP), registered nurse (RN), and social worker about Albert’s condition.
The home care RN scheduled a visit with Albert to do an initial assessment including
his knowledge and use of his medications. He discovered that Albert had been using
his old medication bottles and was taking his anti-hypertensive and beta blocking
medications incorrectly. The RN clarified the medication orders with the NP and filled
med cassettes for Albert to use. The NP arranged for an appointment with the PCP
and accompanied Albert to discuss his care with the physician. Medication
adjustments were made, goals clarified, and the follow-up plan established. The NP
would monitor and adjust medications as discussed with the PCP and consult her if
any other problems arose. The RN made the changes to the med cassette and
educated Albert on the changes. He also talked with Albert about safety precautions
should Albert feel dizzy.

The social worker met with Albert and helped make arrangements for him to get a ride
to the senior center and the coffee shop next week until he was safe to walk again
after the medication adjustments. The social worker also talked with Albert’s family,
with his permission, and suggested that perhaps this weekend they bring dinner to
Albert’s house. She explained to them that the team would be reviewing Albert’s
personal care needs and coming up with a plan at next week’s team meeting.

At the Partnership IDT meeting, the team reviewed the information and suggestions
from the RN as to Albert’s needs for personal care and the social worker’'s
suggestions for housekeeping assistance and home delivered meals. They requested
the assignment of one of the long-term personal care workers who was very good at
observing and reporting information to the team. The RN commented on Albert’s
deconditioned state and the lack of safety and adaptive aids in his house. The team
decided to get a physical therapy and occupational therapy in home consultation.

An alert sheet was completed for the on-call RN with the medication plan and
suggestions for how to respond if Albert would suffer another blackout. The RN, NP,
and social worker all scheduled additional follow up visits to complete their in-depth
initial assessments and to get to know Albert better and understand his goals and
wishes. Albert was given a refrigerator magnet with the one number to call 24 hours a
day for problems.
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Over the course of the next several months, the IDT further explained the goals of the
program and the services that were provided. They got to know Albert’s likes, dislikes,
preferences, fears and goals.

The NP performed a complete history and physical and wrote orders for Albert to get
the health maintenance services that were established as standard. She
communicated with the PCP to plan medical interventions that met Albert’s needs and
that were acceptable to him. Albert agreed that if he had future blackouts even after
the medication changes, that further tests would be indicated. The NP and PCP
acknowledged Albert’s desire to avoid hospitalization if at all possible.

The RN educated Albert about his medications illnesses, and the interventions to
manage them and assessed Albert’s response. The RN also coordinated the in-home
workers and evaluated how well the plan was meeting Albert’s functional needs. She
made sure others who Albert was in contact with also understood the medication plan,
so they could assist Albert.

The social worker assessed Albert’s living situation, support system, community
connections and general coping. She talked with Albert about his fears, hopes and
goals. Albert told her it was very important to him to feel “in control” and that he
treasured his independence and ability to live in his own home. She assured Albert the
IDT would support his goals and explained how the services offered would help him
maintain and perhaps increase his ability to be independent. She stressed that timely
reporting of changes to the IDT or on-call RN could result in early treatment and
hopefully prevent ER visits and hospitalizations. Albert told the social worker about a
friend of his who had been on life support machines after a stroke. He emphasized
that he did not want to end his life that way. He admitted that he had not mentioned
this to the NP when she met with him last week; he said he tries not to think about it
too much.” The social worker relayed the information to the NP, and they decided to
do a joint visit with Albert to talk about his current health problems and to review his
advance directive plans.

Six months after enroliment in the program Albert needed to be hospitalized for
another blackout. The NP talked with the PCP to arrange the admission and then
called the ER to alert them to Albert’s arrival and the plan. She gave them her number
for questions and updates and faxed Albert’s History & Physical, problem list, and
medication list to the ER. The social worker visited Albert in the hospital the next day
to see how he was coping and to check in.

The NP stopped in to see Albert and talked with the attending MD about the results of
his tests. The RN put all the home care services on hold until Albert’s discharge was
known and telephoned Albert to see how he was doing. The team would discuss his
discharge needs and plans in their team meeting the next day.
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Conclusion

Because of the Partnership Program, Albert was able to receive the kind of care described
above, return home and resume the activities he loved. What’s more, he received
ongoing, integrated support from a team of professionals whose combined expertise and
ongoing collaboration resulted in stabilized and improved health for Albert, reduced risk
of hospitalization and institutionalization, and maximized independence and ability to
live the life Albert desired. In the Partnership program, the providers are working as a
team, in a system that brings people and resources together rather than keeping them
separate (See following page for graphic of Long Term Care Models from the Consumer

Perspective).
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Insert Long Term Care Models from the Consumer Perspective Chart
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Chapter 3
The Philosophy of the
Wisconsin Partnership Program

Introduction

The founders of the Partnership Program had a vision of what long-term care could be.
They also had considerable experience with how long-term care systems actually worked
and were committed to creating a system very different from the ones they knew and
worked in. The Wisconsin Partnership Program was initiated to create a system for frail,

vulnerable, seriously ill adults that was:

1. Highly coordinated across providers, settings, and over time,

2. Comprehensive in services of high technical quality,

3. Consumer centered,

4. Delivered in a way that led to a positive experience for consumers,
5. Appropriate for non-elderly as well as for elderly consumers, and

6. Cost effective.

This was the vision that guided the designers of the Partnership Program. Having years
of collective experience in the provision and oversight of long-term care, the initial
Partnership planning team had seen how systems lacking these characteristics
undermined the quality of care for this vulnerable population and frustrated the providers
caring for them. Shortcomings in the current systems were especially notable in the lack
of care coordination and in the provision of patient-centered care. High technical quality
was the attribute most commonly found in both health care and long-term care programs.

The other six attributes (above) were much harder to find.
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Considering Other Models

Designing and building a new model of long-term care is a costly, labor-intensive
endeavor. Such an undertaking would only make sense if the current systems could not
achieve most or all of the six system characteristics listed above. The Partnership
planning team was convinced that creating such a new system was well worth the effort.
They believed that long-term care could be shifted from the ineffective model illustrated
in the first Albert scenario (See page 9) to one that successfully addressed the complexity

of his needs while supporting his quality of life (See page 14).

Although there were other models of care, some that successfully served similar
populations and also shared goals similar to the Partnership Program, these models did
not have all the elements desired by Partnership designers. The model that most closely
approximates the Partnership Program is the PACE (Program for All Inclusive Care for
the Elderly) model; two of the Partnership sites were initially PACE programs. However,
while the PACE program had several appealing characteristics, The Partnership designers

saw a mismatch between PACE and the population they wanted to serve.

The PACE Model

PACE is a nationally recognized health/long-term care model that provides
comprehensive, coordinated care to frail older populations. PACE has been shown to be
of high technical quality, is highly rated by consumers and providers alike, effectively
integrates the care consumers receive across settings such as hospitals and nursing
homes, and is cost effective. Therefore, it met several of the criteria that Partnership

planners sought for the Partnership Program. Given the similarities between what PACE
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offered and what Partnership planners wanted, it is reasonable to question why you might
devote the time and expense necessary to create an entirely new program, or why you

might select a Partnership model rather than a PACE model.

The quick response to this is that the PACE model did not adequately meet the needs of
the long-term care population that the Partnership Program wanted to serve. When
Partnership planners considered the geographic distribution and the age range of
Wisconsin’s long-term care population, they felt PACE would be difficult to implement
in the large number of rural areas throughout Wisconsin, and that it was unsuitable for

younger, disabled populations who were also long-term care consumers.

Four specific PACE requirements were of particular concern:

1. Use of PACE physicians — The PACE requirement to relinquish one’s own
physician and become a patient of a PACE physician proved undesirable for many
consumers.

2. Attendance at adult day care — Consumers have demonstrated resistance to
attending a day center on a regular basis (a PACE requirement at the time). This
can attributed to a variety of things including lengthy transportation time, limited
interest in group activities especially in rural areas, and varying levels of openness
to cultural diversity.

3. Centrality of Physician — The central role of the physician in care oversight and
management was counter to the philosophy of a collaborative team approach to
care that was envisioned by the Partnership planning team. It would also lead to a
more highly medicalized program than the designers were looking for. The ideal
program must have a greater balance between health/medical issues and quality of
life.

4. Target Population — The PACE program was designed for frail, older adults with
limited ability to participate in the community around them. The younger
disabled population would undoubtedly wish to be more integrated into
community activities such as work and school.
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Use of PACE Physicians

Becoming a patient of the PACE program physician requires PACE enrollees to give up
their physicians and their well-established networks of care providers, including
supportive home care and personal care providers. Many consumers have long-standing
relationships with these providers that have developed over years. The reluctance to give

up these relationships is not surprising.

Research conducted by the Partnership research team demonstrated the significance of
the physician/patient relationship (as well as relationships with other providers),
especially for those with chronic illnesses. Similarly, interviews with a sample of frail
older adults from the PACE and Partnership Programs, as well as a sample of similar
older adults, demonstrated the importance to consumers of developing and maintaining a
trusting relationship with their care providers. It’s not only comfort and trust that are
enhanced through a lasting patient/provider relationship. Better care outcomes are also

achieved (See Appendix E).

Long-term relationships with consumers allow providers to gain important personal and
medical knowledge about chronically ill consumers. This knowledge has been shown to
increase the effectiveness of care and to make the care more individualized, or consumer-
focused. Preserving this important relationship was one of the goals of the Partnership

planning team, and one of the reasons a PACE model was rejected.
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Case Example

Betty had been going to Dr. Brown for many years. She was comfortable with
him. Dr. Brown knew what Betty worried about, what she was afraid of, and
knew the little things that made her really anxious. Betty knew that Dr. Brown
remembered these things because he often mentioned them. She remembered
when Dr. Brown told her, “I won’t ask you to get your blood drawn as often as |
would if | didn’t know you so well. | just want you to promise me you will stick to
this plan.”

Betty was terrified of needles. Together they worked out a plan that would
reduce the number of needle sticks necessary. Betty would keep her promise
and Dr. Brown knew it. They could trust each other.

Attending Adult Day Centers

The PACE model makes efficient use of the day center to deliver a range of services cost
effectively. Consumers are brought into the day center multiple days each week to
participate in social activities, to receive care from physicians, nurse practitioners, and
therapists, to have ongoing and close monitoring of health conditions, and to receive a

range of health and social services.

Despite the efficiency of adult day centers, they have never been popular with older
consumers. Although some older adults enjoy attending day centers, the majority resist
going, preferring to either remain at home or attend activities of their own choosing.
Consumers sometimes decide not to enroll in PACE programs, despite the appeal of other

benefits, because of their dislike for the day center requirement.

More specifically, consumers felt that transportation to the centers took too long. This
was compounded by the time and assistance needed to get up and ready to be transported.

Some consumers felt that this was more effort than they were willing to expend,
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especially those who weren’t particularly fond of groups. Another factor that impacted
consumers’ willingness to attend adult day centers were a lack of openness to cultural
diversity and differences of needs. Some consumers were reluctant to go to centers with
people who had physical or cognitive limitations. Additionally, consumers in rural

environments were much less likely to want to attend day centers.

As result, the Partnership Program planning team wanted to eliminate the day center
attendance requirement because it was not appropriate to consumer preferences. In
addition, use of day centers as centralized primary service delivery sites is also much less
suitable for programs serving rural populations than it is for those serving inner city or
urban groups. In Wisconsin, the likelihood of both rural geography (widely dispersed
consumers) and inclement weather made such service centralization unmanageable and

unappealing.

Centrality of Physician

Although the PACE program uses an interdisciplinary team to plan and deliver care, the
PACE physician plays a central role in most aspects of care planning and evaluation.
While this centralization of authority in the physician contributes to the high technical
quality of medical care, the model is less conducive to active consumer involvement in
planning and evaluating care. A physician-centered model also reduces the extent of care
integration across disciplines that can be achieved. Partnership planners were concerned
that such a strong physician role would lead to a highly medical model that would not be
adequately balanced by other quality of life concerns, or that made adequate use of the

other team members’ skills.
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Target Population

PACE effectively centralizes social, as well as health related activities, providing many
of the participants opportunity for social interaction at PACE sites. While this may be
acceptable to some older adults, younger populations in need of long-term care services,
as well as many older adults, are interested in services that will support their active and
continuing participation in the larger community, and in activities not organized by
PACE. Many non-elderly consumers, in particular, are interested in expanding their
social worlds, enrolling in educational programs, and participating in the workforce. For
this population, a day center model is clearly inappropriate. The intent to include more
than just frail elderly made the less centralized approach, particularly for social activities,
a necessity in the Partnership Program. It was also more consistent with a consumer
centered model for the elderly since it would allow elderly consumers to determine which

activities they wished to participate in, regardless of where they were.

Home and Community Based Services Waivers: Another Approach to
Long-term Care

Many states use waiver programs to serve their community based long-term care
populations. Other than PACE and the Wisconsin Partnership Program, however, waiver
programs involve only Medicaid services. While waivers generally introduce
considerable flexibility into the use of Medicaid funds, and they often create some degree
of coordination across Medicaid services, they do not integrate Medicare or the services
funded by Medicare. As a consequence, most health services fall outside the waivers.
This prevents integration (or coordination) of health services with long term care

services. Workers in waiver programs are often frustrated by lack of access to health care
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providers and by the ineffective coordination between health and long term care services

and service providers.

Integration of Medicare and Medicaid is the only way to integrate long-term support and
residential services and health services into a single system. Many other states and
programs have attempted to integrate these care systems while maintaining distinct
funding systems. Whether, and to what extent, care can be integrated across these
systems without such financial integration is still being debated and discussed. There is,
however, little debate over the serious challenges to integrating care when services are
funded separately since each funding source has its own eligibility requirements, covered
benefits, oversight procedures, associated government offices, and accountability

structures.

The most common concerns voiced about complete integration for long-term care

populations related to:

e The authority of the medical providers will overwhelm the other providers;

e Too much money will be spent on medical services and not enough on long-term
support;

e Compliance will be the only important outcome, and quality of life will take (at
best) a secondary position; and

¢ Institutional, rather than community-based care will become the preferred long-
term care option.

These concerns about over medicalization were voiced by long-term support staff who
feared that funding integration would simply mean “giving all the money to health care

providers.” The Partnership planning team was mindful of these issues and of the
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challenges that complete integration could create. These concerns were carefully built
into the structure and operations of the Partnership Program. Evaluations of the program

outcomes suggest that:

1. Consumer choice is taken seriously,

2. Institutional placement for this population is reduced (not increased),

3. Quality of life subsumes quality of care, not the reverse, and

4. A Partnership interdisciplinary team (IDT) would oversee all care decisions and
would operate as a unit—the medical issues could not ‘trump’ everything else;
extensive discussions were held with staff from health care to design the

Partnership team structure that would allow this to happen (see Appendix A and
F).

Conclusion

In reviewing the PACE and HCBS waiver approaches to providing long-term care, the
Partnership planners wanted to build on the best elements of these programs by
expanding their concepts and refining their approach to delivering long-term care. The
integrated, consumer-responsive nature of the Partnership model does just this. It would,
however, require a carefully structures mechanism to diffuse authority across the
interdisciplinary team. The suspicion and distrust that already exists between many health
and long-term support providers becomes the focus of a team training program early in
the implementation of the program. The collaboration among team members in
partnership did not “just happen.” Developing an effective and highly collaborative
interdisciplinary team requires careful nurturing and support. Each of the Partnership

sites has developed systems to support their teams to this end (Appendix G).
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In addition to the more common team development processes, Partnership teams need to
develop the ability to become real partners. Staying in silos with careful divisions of
labor and authority undermines the ability to integrate, creates redundancy and makes a

consumer centered approach very difficult.
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Chapter 4
The Partnership Model

Introduction

The Partnership model was designed to build on what had been learned from the PACE
model and waiver programs, adapting the Partnership model to address the mismatch

between these other programs and the needs of long-term care consumers.

The Partnership Model

The Partnership program is a managed care, fully integrated, consumer centered model of
providing care designed for frail elders or persons with physical disabilities (See
Appendix H). Key elements of the model include respect, choice, dignity and technical,
high quality health and long term care services'. Additionally the model promotes
creativity and flexibility in problem solving, while remaining cost-effective in delivering
care to persons with disabilities, chronic illnesses and challenging life issues. All
Medicare and Medicaid covered services including primary, acute and long-term care are
included with provision based on assessed need. The goal of the program is to provide
quality services that are cost-effective, individualized and congruent with mutually

established goals.

A commitment to integrated care was the starting place for the new program. Separation
between health and long-term support systems and the discontinuity across service

delivery settings and providers guided early discussions about the development of the

! Health services/settings include: home health, hospitalization, outpatient procedures, urgent and
emergency care, podiatry, durable medical equipment, nursing home, hospice, medicine, therapies,
alternative therapies. Long-term support refers to: social services, personal care, transportation,
occupational counseling, nursing home, assisted living, home adaptation.
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Partnership model. Because the Partnership target population consists mainly of people
who use multiple providers in both health and long-term support systems, effectively
managing their care and services would require expertise across these domains, as well as
the ability to integrate these networks. The Partnership planning team discarded models
that would maintain this separation (waiver programs), deciding on one that would force
the integration of care across all these domains. This would be done through the use of

integrated funding and interdisciplinary care management teams.

Enrollment in the program is based on eligibility (functional and financial) and is
voluntary for the consumer. While the consumer may disenroll and return to the fee-for-
service world if they choose, the Partnership organization, except for very rare
circumstances, has the member for the duration of his/her life. Each new member enrolls
in the program with a primary care provider (PCP). This way, consumers can bring the
physician they already have a relationship with. The Partnership interdisciplinary team
(described below) works with the PCP and the member to develop a plan of care that

suits each consumer.

The core interdisciplinary team, consisting of the member (consumer), the PCP, a Nurse
Practitioner (NP), Registered Nurse (RN), Social Worker (SW) and team assistant, is the
cornerstone of the Partnership model. The NP is the formal liaison between the team and
the PCP. This facilitates close, ongoing communication and assures a single, coordinated
approach to care by all providers (the team invites other providers to join them based on

member need). A single plan of care is used by all.

Partnership Replication Manual
29



Engaging the member in expressing his/her goals and participating in decision-making,
guide the team in planning care with a quality of life focus. Social and medical needs are

interwoven and thus considered jointly.

The Partnership team provides some care directly, while coordinating through case
management, coordinate the care provided by others. The team remains responsible for
the overall quality of care the member receives from all providers. Authorization of
services, except for high cost and alternative or unique services, is done by the team. The
team meets regularly to discuss and problem-solve issues and to plan and evaluate care.
Good communication among team members and between the team and other providers is
critical to the success of the program. The team interacts with the member and other
providers in all settings he/she may access for medical, social or long-term care needs.
Being involved in all aspects of care delivery allows for ongoing advocacy by the team

and usually provides a deep sense of trust and security for the member.

Management support and guidance to the team is essential for the team to stay focused on
the mission and values, stay healthy when dealing with challenging issues and to ensure a
standard of practice and service authorization. This important relationship, between

management and the team, must be carefully built into the program structure.

Some central features of the Partnership model included:
e Continuing, in most cases, the consumer’s physician as primary care provider,

e Structuring the team to promote collaboration and care integration, rather than
dividing the labor among provider types,

e Strengthening the role of the consumer in planning and evaluating care,
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e Creating a single plan of care and using a single team to coordinate care across
systems and settings,

e Using health and long-term support services to improve quality of life.

Implementation Issues Related to Site Considering Partnership

Organizations that have already implemented a PACE model may find that the transition
to Partnership is not that difficult. The basic structure, in terms of the provider network,
integration of social and medical care, policies and procedures, etc., are likely already in
place and just need to be modified to fit the Partnership model. For example,
modifications could involve easing restrictions and educating staff on a home-based vs.

day-center based model of care.

Organizations that have provided social services and long-term care, but have not
provided health care services in particular, may find the transition to the Partnership
model more challenging. For example, there are additional licensing and regulatory
issues to be addressed. The financial and physical (including life-threatening) risk of
negative consequences, seem overwhelming at first. It is imperative to have an advisor
who can help navigate the medical waters, interpret the foreign language and implement

preventive plans to avoid untoward legal, financial and human consequences.

Organizations that build from a health care base will face challenges to serious
integration of consumer participation and maintaining a focus on quality of life (as
opposed to quality of care) as the most important outcome of the Partnership Program.
Understanding and appreciating the distinction between technical care quality and quality

of life is essential to successfully operating a Partnership Program. Health care providers
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and systems will need to work hard to refocus on quality of life. Simply stated, health
services (and all other services) are subsumed under quality of life. They are for the
purpose of better quality of life rather than an end in themselves. This apparently subtle
distinction has a significant impact on how services are planned, implemented and
evaluated. While health services remain an essential ingredient in the overall plan, they
do not automatically take precedence over everything else. They must earn their way
into the plan. Our experience is that most health systems and providers need

considerable effort to understand this, and see it reflected in their daily operations.

Goals of the Partnership
To build a program that strengthened the impact and organization of long-term care, one
that truly integrated services, planners agreed that the following components would be
focal points of the Partnership Program:

e Fully integrating funding streams,

e Developing an organizational structure and care delivery model that promotes
full integration and continuity,

e Designing a model built on what is currently known about consumer
preference and that has the capacity to respond to consumers,

e Maintaining high standards of professional practice,

e Developing strategies to promote accountability for consumer centered, high
quality, integrated care,

e Conducting ongoing, formative research to assist with each of the above.
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But what is meant by full integration? Although there are many ways to interpret
“integrated long-term care,” the Partnership Program is unique in that it is

comprehensively integrated at multiple levels. These levels include:

e Level 1. Funding streams - Medicaid, Medicare, and other local sources.

e Level 2. Networks as systems — Community-based, long-term support and
health care systems.

e Level 3. Sites and providers — The PCP, hospitals, assisted living, outpatient
clinical, home health, nursing home, DME, therapies, personal care,

transportation, etc.

e Level 4. Consumers and their families — Through participation in care
planning and program evaluation.

Levels 2 through 4 are achieved thru the Partnership team.

Voice of Experience

One level of integration does not guarantee full integration.
It takes great care and commitment at all levels to achieve
real integration. Lack of attention to all levels will result in
re-fragmenting below the level of funding integration.

Full integration requires focused commitment from the Partnership Program management
and staff to function in a truly collaborative interdisciplinary way rather than as several
individuals or organizations functioning autonomously within separate professional
standards, coming together only to keep each other informed, make a referral or respond

to a problem. This is the way integration is often done.
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Level 1. Integrated Funding Streams

One of the most important lessons learned in Partnership Program development is that
integrated funding is the first step toward integrated care and services, not a guarantee.
Funding integration must be followed by an organizational structure and a care delivery
model that support and continue integration of services. Medicaid and Medicare are the
two largest sources of funding for Partnership Programs. Along with other sources,
primarily from local programs, those funds are integrated into a single capitated payment.
This capitated payment is what the Partnership program receives regardless of the cost of
services provided to the member. Thus, the Partnership program is at “full risk” for

expenses over the capitated monthly amount.

Benefits of Integrated Funding
There are a variety of tangible benefits from integrating funding streams. These include
increased service flexibility, elimination of cost shifting, and incentives such as better

communication and responsiveness and increased payment flexibility.

For individual providers, there is the addition of a team to help coordinate and problem-
solve issues with some otherwise very challenging patients and the ability to talk directly
with others directly involved with care of the member. The team is designed to work
effectively within and across multiple care systems and settings. This is facilitated
through contracts that carefully specify Partnership’s authority in all settings where
Partnership members receive services. Many providers are happy to have a team of

professionals to work in collaboration with.
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Service Flexibility

Partnership members are not limited to a pre-established list of services
designated for a diagnosis or a population. The team is authorized to
determine what is needed, and to purchase the necessary services or
resources. The challenges of prior authorization are eliminated, which also
facilitates a timelier and less bureaucratic process. While many of the
alternative services are not made available to everyone in the Partnership
program, each interdisciplinary team creates and uses guidelines for unique
or alternative services that they deem appropriate and effective in helping
the member achieve their goals. For example: warm water exercise classes
for elderly members with arthritis have proven to decrease pain and increase
flexibility. The social aspect of the classes may also have an impact on

depression and isolation.

In approving or authorizing these additional services, it is important for the
team to be clear on how the service will address the agreed upon goals,
consider all alternatives, and develop outcome criteria upon which the
effectiveness of the service will be evaluated. Unlike traditional plans,
members are not automatically entitled to services on a “covered” list.
Rather, they are determined on an individual basis. Therefore, providing
warm water therapy for one member does not automatically make all similar

members eligible.

Partnership Replication Manual
35



Eliminating cost shifting

Another benefit of Partnership’s integrated funding is that cost shifting
between and among various funding streams is eliminated. All available
resources are pooled and paid out by the Partnership Program. For example,
instead of sending the member to a Nursing Home to avoid paying for home
based services, the Partnership organization is financially responsible for
these costs in all settings. Thus, using the providers appropriately or
creatively to develop alternate plans to meet the member’s needs is also in
the best interests of the program. A nursing home would not be used to shift
costs to another source since the program would still have to provide the
services in another setting. This liberates the team from the restrictions
associated with most programs and encourages the development of creative

solutions.

Incentives

Individual service providers are not accustomed to working collaboratively
across disciplines, even in a single setting. Working collaboratively across
settings and networks is even less familiar, and is considerably more
challenging. The Partnership Program is structured to provide strong
incentives for contracted providers to collaborate with the Partnership team.
Without such incentives, service providers are likely to “go their own way.”

Incentives include providing payments that are more in line with market rates,

Partnership Replication Manual
36



providing reasonable payment for services that are not generally reimbursed,

and having a contact person at the agency to address problems.

In addition, having access to the Partnership team, and all the resources it can
provide, has been a powerful incentive to collaborate. Many contracted
providers even accept low reimbursement (or none) for some activities

because the team provides such a valuable service.

Voice of Experience

One primary care provider told me it didn’t matter whether she was
paid for phone calls to the member. Everything she was doing with
the member was more likely to work now, and the frustration was so
much less, since our team kept her well informed about what was
going on at home. Our work saved this provider a lot of time.

The Partnership Program also has the flexibility of providing a higher level of
services and rates than those covered by Medicare or Medicaid (more PCW
hours/more physical therapy), as well as services that are tied to consumer
characteristics such as transportation to a volunteer activity to health with
depression or relaxation tapes to address anxiety. This is an important mechanism
for responding to the needs of individual members, allowing care plans and
services purchased to be better tailored to population and individual needs.
Physical therapy, for example, is important to both physical and psychological
recovery. Current Medicare and Medicaid limits on who can use this service and

how long they can use it prevent care providers from using the services they know
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to be beneficial. Some Partnership members may not be able to meet the post hip
replacement Medicare outcomes for continuing physical therapy and may be
discharged from the Rehab program. The Partnership team may feel that ongoing
physical therapy is critical for maintaining function and the ability to live at home
and so may elect to approve additional therapy sessions even though typical rehab

outcomes may not be achieved.

The Partnership team can also supplement “usual” services. For example,
services can be used to supplement hospital or nursing home care, adding
important therapies that these environments may not provide adequately. While
the first approach is always to convince the contracted provider to provide the
high quality of care that is expected, sometimes unique member needs warrant
additional services. This might include sending a familiar caregiver to sit with a
hospitalized member, to prevent the disorientation that often accompanies
hospitalization, or adding physical therapy and more frequent ambulation to keep

hospitalized members from losing function.

The Partnership Program tried a supplemental payment to physicians for
providing telephone consultation, as physicians are not generally compensated for
this service. However, it was found that providing incentives or reimbursement
for physicians to set aside time to consult with the NPs was much more useful.
This was especially useful when NPs were having difficulties with certain

primary physicians with very complex patients/members.
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Another strategy used by the Partnership Program is to establish a guaranteed,
discounted monthly rate for a set number of services. The WPP purchases a set
amount of certain services at a discount and makes them available to members on
or off site. For example, the Partnership Program may contract for services, such
as physical therapy and dental services, to be delivered at a Partnership site at
prescheduled monthly times. One Partnership site contracts with a dentist to
provide primary dental care each month at their Partnership site where members
can be easily scheduled, transportation can be easily provided, and staff are on
site to assist with members whose disabilities make this difficult. Dental Care is

difficult to obtain for this population, making this a very effective solution.

Finally, the Partnership Program can increase reimbursement rates for services
that are difficult to acquire, making care provision to partnership members more
attractive to providers. This is obviously not the first strategy tried, but it is

important to have the ability to negotiate when it is really necessary.

Case Examples

The following scenarios highlight Partnership’s expanded flexibility in providing services
to its members. The ability to respond to each member’s needs, to enhance services
when needed without hourly caps, and to work collaboratively with providers without
worrying about billing or reimbursement processes, makes a notable difference in the

quality of members’ lives.
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Case Example

Nellie was weak and frail from pneumonia and a hospital stay. She needed help with
her personal care and rehabilitation to regain her ability to walk and do things for
herself again. She really needed to go to a nursing home; however, her last nursing
home stay was disastrous. She became depressed, ate poorly, and repeatedly
refused therapy. The WPP team decided to try sending her directly home for
Rehabilitation. They arranged to have a worker help her get up and ready in the
morning and provided intensive, in-home physical therapy until she was well enough
to come to the day center for her therapy. Meals on wheels and other housekeeping
and personal care services completed the picture. The on-call RN was alerted to the
plan and Nellie’s support persons should she need assistance during the night. The
team was nervous but agreed to give it a try.

The ability to develop a personalized therapy plan for Nellie, one adapted to her needs
in her personal living space, was key. She regained enough strength to finish her
therapy at the day center where she was able to interact socially with her friends.

Case Example

Al lived at the nursing home for several years but was unhappy with the lack of flexibility
and control over his life. Though he was unable to live independently because of the
combination of physical and mental health issues, the WPP team moved him to a less
restrictive Community Based Residential Facility (CBRF).

This was accomplished by having the WPP physical therapist and occupational therapist
and the CBRF staffs do assessments and evaluations in the nursing home. Together
they worked on developing an individualized plan to strengthen Al's leg muscles and
promote his independence so that he could meet the entrance criteria for the CBRF. The
team approved additional therapy hours, which would not have been covered by
Medicaid. This gave Al the motivation to cooperate better with the nursing home therapy
staff and aides. He moved to the CBRF and is more satisfied with his living arrangement.
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Level 2. Network Integration

As discussed above, one of the most problematic issues with traditional long-term care
programs is that the services needed by long-term care populations are provided by
separate networks: the health care system and the long-term support/social service
system. Workers from long-term support programs have ongoing contact with
consumers, often making frequent home visits. These workers become familiar with the
details of the consumers’ daily lives, their family relationships, circumstances that may
interfere with their ability to carry out treatment plans. Health care providers are often
uninformed about much of this and, as a consequence, may fail to see some of the
obstacles to implementing their carefully designed plans of care. Communication
between these networks is generally minimal. Information is not freely shared. Each
develops a plan of care that may or may not be compatible or consistent with the other.
Providers from each of these networks may not even know how to contact the other. This

all makes collaboration unlikely and difficult.

While the long-term support and social service systems operate parallel to the network of
health care services, there is very little effective collaboration between these networks.
This “great divide” causes many problems for long-term care consumers. Consumers in
long-term support programs often have a high level of dependency and multiple ongoing
needs for both health and supportive social services. These consumers require both a
high level of care from supportive home care services and sophisticated, ongoing health

care services.
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The Partnership model is based on the belief that both high quality health and supportive
care are necessary for the target population to maintain the highest level of health and
quality of life and to remain engaged in the community as long as possible. The
Partnership team has the responsibility for integrating care across these two networks. In
fact, the integration of funding used by the Partnership model effectively combines these
two networks into a single system, folding all health services with all long-term support
services. This integration is replicated at the level of the team which is comprised of staff
who represent the disciplines found in both networks (health and social supports). It was
quite useful to find team members with experience in each of these networks who could
bring an insider’s view, established links to providers who would be working with

Partnership members, and a commitment to what each network offers.

For example, social workers hired for the teams were generally from long-term support
programs with strong commitments to consumer-centered and quality of life. They knew
the community and the services provided, and had relationships with other community
providers. A social worker with hospital, clinic, or nursing home experience would not

be able to male these important contributions to the team.

The nurse practitioners on the team had links to physicians and nurse providers in the
community. They had worked with discharge planners, emergency room staff, and
clinics and were important for credibility, collaboration, and follow through. The
selection of team members who could bring all these strengths to the team became less
important over time as the number of teams increased, and the expertise of the teams

evolved. New team members hired later in the program can benefit from the experience
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of other Partnership staff. In the beginning, these links and experience must be carefully

considered.

Case Example

Claire lived in the same house, with her cousin’s family all of her life. She loved children
and was called the neighborhood “nanny” by many because she was always with the
children. She had a developmental disability, no one was quite sure of the specifics.

When Claire’s aunt and uncle died, her cousin returned to live with Claire. They had a
wonderful relationship and were very happy in the neighborhood. Then Claire’s cousin
developed Alzheimer’s disease. The senior center they both attended offered to help find
a worker who could come into their home for housekeeping and some personal care
assistance for Claire’s cousin. Claire was uncomfortable with strangers, but her cousin
helped her to accept this new person, Alice, in their lives and in their home. Claire really
liked Alice and would talk to her as Alice went about her work. Things were going really
well until Claire’s cousin fell and fractured her hip. Her cousin needed to be cared for in a
nursing home.

The senior center, concerned about Claire, placed a referral to one of the Partnership
programs. After enroliment, the RN and social worker slowly gained Claire’s trust by
working with Alice. Alice helped Claire accept these new “strangers” as people who
could help her. Claire’s cousin died and the house she knew as home for 83 years had
to be sold.

The team knew they had their work cut out for them to get Claire to even go see an
apartment. This is where Alice was invaluable. She helped convince Claire to at least
see the apartment, then reassured her that she would be coming to help Claire with the
same things she did for her at the house.

Integrating Health Care Providers

Health care providers often have limited information about the daily lives of their patients
and may be unaware of the social circumstances that make it difficult for patients to
follow or benefit from treatment plans. Consequently, health care providers are often
much less helpful then they might be in developing the most appropriate and feasible plan
of care. For example, when diabetics with poor blood glucose control are admitted to

hospitals, they are put on a strict diet and structured regimen that results in normal blood
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glucose ranges. Providers can then design a plan for dietary management of the diabetes,
based on what worked in the hospital. On returning home, “compliance” often falls apart
due to home circumstances inconsistent with those in the hospital. The usual recourse of
health care providers is to re-educate and motivate the patient to follow the diet. Having
a Partnership team that follows the individual into the home and assesses the health,

social and other factors leads to a much more appropriate, and effective, treatment plan.

In addition, the population from which Partnership members come is often seen as
“challenging” or “difficult” by health care providers. Their multiple, complex needs and
their difficulty navigating service delivery systems create serious challenges to
effectively managing their health care. This is often compounded by a lack of
information about what is going on at home. Understanding the issues a consumer is
dealing with at home can result in a plan that may be less than ideal from a medical
perspective but one that can be reasonably followed vs. being discarded at the hospital or
clinic door. Partnership Program planners recognized the need to have a well-developed
network of health care providers that were set up to understand and meet the needs of this
population and open to collaborative partnerships with the long-term care and social

service systems.

Integrating Long-Term Support Workers

Long-term support workers often have difficulty obtaining information about the health
status and health-related needs of consumers they are serving. Health care providers are
often unaware of support networks available or even the ones actually used by consumers

for whom they are providing care. Although there may be referrals between these

Partnership Replication Manual
44



networks, there is generally little effective collaboration. This undermines care quality
and creates unnecessary work for consumers. It also frequently results in multiple plans

that may be at odds with each other.

Case Example

Mary has been staying home and missing her usual card club meetings and getting
more and more depressed and isolated. After repeated visits, the social worker
finally learned that she is embarrassed by her urinary urgency and incontinence. The
social worker talked to the NP who reviewed Mary’s meds, made changes to the
dose and timing of her diuretics and started working on other interventions for her
urinary urgency. Meanwhile the RN suggested some high absorbency, thin profile
pads which wouldn’t be so evident with the stylish clothes Mary liked to wear.

Long-term support programs usually respond to functional decline by adding services
such as increased personal care hours, or providing wheelchairs. The medical problems
that caused (and continue to exacerbate) the functional decline in the first place are
generally left to health care providers. The consumer is left to juggle the sometimes

conflicting interventions of these two well-intentioned groups.

In the Partnership Program, the team coordinates the efforts of each of these providers

and creates a plan of care that all providers contribute to.
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Case Example
The following example illustrates the problems that can result when health care systems

and social services systems don’t communicate.

Case Example

Mr. Jones was discharged from the hospital on Thursday. The discharge planner met
with Mr. Jones on the morning he was discharged. She carefully explained his new
medications, the appointments that had been made for his follow up, and made
arrangements for a home health nurse to visit once a week. He was given phone
numbers to call if he had any questions or problems.

A neighbor took Mr. Jones home that afternoon. He did not want to further
inconvenience his neighbor so he said nothing about stopping for medications he
needed nor mentioning his need for groceries after being gone from home for so long.
He assured his neighbor that there was plenty of food in the kitchen and that he
needed no further help.

Mr. Jones did not take his medications. Instead, he took the ones in his medicine
cabinet. Most of his food had spoiled, so he ate canned vegetables and soup. By
Sunday night, Mr. Jones was in heart failure from his high salt diet and because he
was not on the correct dose of diuretics.

Had Mr. Jones been a Partnership member, he would have benefited from having a single
team that crossed systems and was involved in the oversight of his care. The Partnership
team would have been involved in the Mr. Jones’ hospital admission; they would have
participated in discharge planning and stayed in touch with both the attending physician

and the inpatient care team.

Partnership would never “hand off” Mr. Jones to another system. His medications would
be ordered and provided to him directly, even delivered to his home by Partnership staff
or a subcontracting pharmacy, if necessary. Previously prescribed medications would be

removed by Partnership staff, minimizing Mr. Jones’ confusion about which ones to take.
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Groceries or home-delivered meals would be provided until other arrangements could be

made.

The Partnership team would have worked out a strategy to stay in touch with Mr. Jones;
they would have explained the new treatment plan and made sure it was implemented.
The On-Call RN could be notified of Mr. Jones’ discharge and any potential problems,
along with a plan for early intervention. If problems occurred after hours, the on-call

nurse would have access to relevant, up to date information on Mr. Jones.

Partnership research suggests that this cross system arrangement results in more
appropriate, timelier interventions and is a great comfort to members of the Partnership
Program. Such a system would have dramatically improved Mr. Jones’ outcomes. See
the next case scenario, below, for an illustration of how Partnership integrates important
knowledge about consumers that is often lost along the way. In many systems, such
knowledge is not available when decisions are made, leading to unnecessary suffering for
consumes. These instances are effectively minimized in a program such as Partnership
where knowledge about consumers is highly integrated and accessible. Partnership staff
bring important information to each new site and each plan by participating actively in

(often directly) care in all settings.
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Case Example

Mrs. White was hospitalized when her congestive heart failure became unstable after a
high sodium meal with her family. The resident physician at the university teaching
hospital wanted to change her medication regime to the state-of-the-art drug he thought
she should be taking, and wanted to perform additional testing of her cardiac function.
When the NP learned of this on her visit to Mrs. White, she conferred with the PCP and
convinced the resident physician to return Mrs. White to her previous medication orders
and cancel the tests. The NP explained that the drug had been tried with Mrs. White a
few months earlier and the side effects had caused her to become dizzy, suffer injury
from a fall, and to not take the medication at home. Further testing of her cardiac
function was unnecessary as Mrs. White was in palliative care mode and would refuse
any further treatment. This information had been faxed to the hospital upon her
admission, but, for some reason, the resident was unaware of it.

The NP also explained to the discharge planner that 24 hours notice would be needed
before Mrs. White was discharged so that her twice a day personal care workers could
be rescheduled, her medications could be provided in a reminder cassette and her back-
up supports could be reactivated.

By the time Mrs. White arrived home, her new medications had been set up, the old
ones were gone, and her favorite personal care attendant was waiting for her with her
favorite meal almost ready.

Conclusion

While the focus of long-term support is to provide the resources that individual
consumers need to remain at home and to assist them in being as independent as possible,
it is often the health problems that create dependency in the first place. Consumers who
are having difficulty gaining access to health care, who are unable to follow treatment
plans for any reason, and who do not have the level of medical monitoring that they need
are at risk for becoming increasingly dependent. This close collaboration among

providers of health and supportive services is the most effective model.
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Level 3. Sites and Providers

Inconsistencies between or among instructions and care plans from multiple providers are
not the consumers’ problem to figure out. The Partnership Team is responsible for
coordinating and resolving inconsistencies. This occurs across sites, providers, and
networks. The fragmentation of services that exists in other systems does not exist, or
exists to a much lesser degree, in the Partnership Program. The team is able to coordinate
and manage all services and systems, provide continuous communication among all
providers, and can influence the quality of services provided by others through the

contracting process.

The Partnership Team Members

The Partnership team is the heart of the Partnership Program, directly linking care from
hospital to home, nursing home to home, hospital to nursing home, and across providers.
This is done by:

e Subcontracting with service providers that provide clear links, collaboration
and information sharing with the Partnership team,

e Direct contact with Partnership members and through care providers in home,
clinic and residential or acute care settings, and

e Using flexible payment mechanisms described above to provide incentives or
purchase the most appropriate care.
Experience in the Partnership Program, as well as other long-term care models, suggests
that the sort of collaboration required to actually make decisions and design treatment
plans in this way is unlikely to be achieved in other less integrated programs. Social
workers and supportive service workers do not generally have access to or influence on

the design of health care treatment plans. Even when social workers sit on
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interdisciplinary teams they are often in charge of only those things in the social services
domain and do not become actively involved in health treatment decisions or priority
setting. On the other hand, health care workers are often unaware of the interplay
between treatments and other activities in the consumer’s life even though they may
attempt to factor these considerations into their treatment decisions. One reason is that
consumers do not often share such things with health care providers even when they are
asked. Most consumers, especially older adults, minimize the impact of illness and

treatment on the quality of their lives or believe nothing can be done anyway.

Voice of Experience

Though there has been no actual study of the staff turnover or satisfaction,
interviews suggest that working in a Partnership Program has many
benefits for all levels of staff. Interdisciplinary team staff commented on
wanting this to be their last job. Others said that practicing in this model is
consistent with how they were educated and fits with their values.
Individuals in management positions attribute a lot of the satisfaction to
the lack of a hierarchical structure and to staff being able to make timely
decisions regarding allocation of services.

The quality of both long-term care and health services is greatly improved through the
interdisciplinary team model of the Partnership Program. Consumers in the Partnership
Program have fewer providers with whom to negotiate, or provide information to, and
receive fewer redundant assessments. Having a care management team that directly and
routinely interacts and negotiates with all of the service providers saves consumer’s
work. Consumers do not have to repeat medical histories, recount or explain services
used or preferred as they encounter each new provider. Much of this work is done for

them by the Partnership Team.
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Team members include: a nurse practitioner, who also represents the PCP’s perspective, a
social worker or social services coordinator, a home care nurse, a team assistant or
coordinator, and the member. The team is not only the human face of the program to the
member but also the vital link to the provider network to ensure program values are
present regardless of the provider of service (See Appendix I).
¢  Nurse Practitioner
The nurse practitioner is responsible for overseeing the health status and
health care for members including health maintenance activities and
management of acute and chronic medical conditions. The NP is also the
primary liaison between the team and the members’ physician. The
physician is, therefore, integrated into the team through the nurse
practitioner. Nurse practitioners in the Partnership Program put a great deal
of effort into developing and maintaining this relationship, keeping effective
communication flowing. The NP and the primary care physician (PCP)
discuss the type, amount and timing of information to be shared, the
problems which the NP will handle and which issues require consultation

with the PCP.

The NP is also the liaison to hospitals and nursing homes, taking major
responsibility for transitions into and out of these settings, and for

monitoring the standards of care received by members.
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Social Worker

The social worker brings long-term support experience as well as a link to
the local long-term support network. Knowledge of support services
available in the community, familiarity with providers of these services, and
an appreciation for managing care at home are the most important elements
brought by the social worker. The social worker’s expertise in combination
with the nurse practitioner’s skill at managing serious illness and working
with the primary care physician, can be more effective in keeping members
with serious illnesses and complicated needs in their homes. Social workers
in the Partnership program have ongoing access to health care information
and develops insights into how illness is managed. Nurse practitioners
develop insights into how supportive services can be used to prevent further
declines and promote greater quality of life. This makes each more

effective, and makes both better team players.

Registered Nurse

The home care nurse, also a member of the Partnership Team, is able to
closely monitor the health status of members and provide in-home nursing
care. A major advantage the home care nurse brings to care management is
the ability to respond quickly to changing member needs related to illness or
injury. By increasing, decreasing, or altering health care services, sometimes
a move to a rehabilitation or convalescent center can be prevented. The
direct working relationships the RN has with the social worker and nurse

practitioner can minimize communication problems so common in other
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systems, and encourage information sharing. In addition, links (through the
nurse practitioner) to the primary care physician result in a single
coordinated plan of care, rather than multiple plans that may be inconsistent

with each other.

Team Assistant/Coordinator

As the Partnership programs grew in size, managers realized that the team
members were getting bogged down with clerical and scheduling activities
which limited time spent in direct contact with members or in
interdisciplinary dialogue and care planning. The role of team assistant,
sometimes called service coordinator was developed. This position was
responsible for triaging phone calls, scheduling appointments, faxing and
mailing, entering data in the system, and being of general service to the
team. This role became an important factor in team efficiency and staff

satisfaction.

Level 4. Integration of Consumers and Consumer Centered Care

The Partnership Program designers were committed to providing consumer centered care.

This was not something that would be added to the care plan or that would be the

responsibility of any single team member or discipline. The designers believed that the

only reliable way to achieve “consumer-centeredness” was to build it into every aspect of

the program and organization, from the design of information systems and quality

improvement processes to the development of job descriptions, recruitment and selection
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of every staff member, funding mechanisms, contracts with other providers, policies and

procedures, and the overall structure of the organization.

The first challenge was to determine what makes care consumer centered, and how such
care is distinguished from care that is not consumer-centered. As is true with integrated
care, references to “consumer centered care” are so pervasive and are used to describe
such diverse models of care that it has become a relatively meaningless term. In fact, it
would be difficult to find any health or long-term care program that did not claim to be
providing consumer centered care regardless of the model being used. It was important
for program designers to clarify just what it was they meant by consumer centered care

and how it would be supported by the Partnership model.

To accomplish this, several early decisions were made. First, a major research project
was conducted to determine what was important to long-term care consumers (See
Appendix J). Second, ongoing participation from consumers would be sought in both
planning and evaluating care and service quality in the Partnership Program. Third,
published research on consumer preferences was used to guide the initial program design.
Fourth, high technical standards of care would be maintained within the Partnership
Program, as well as with subcontracted services. Each of these strategies is discussed

below.
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Voice of Experience

While giving consumers choices and honoring their preferences is often an
appropriate strategy when selecting supportive services, integrating
consumer choice and preference is much more challenging with health and
medical issues. Neither consumers nor providers are generally comfortable
with consumer choice as the sole guiding principle for health and medical
decision making.

Integration of consumers was achieved through multiple strategies. Early
on, the Partnership Planning Team deliberately rejected suggestions that
consumer representation could be achieved by simply putting consumers
on the Board of Directors or by focusing on a philosophy of consumer
choice alone (although both of these strategies were integrated into the
program).

The Quality Research

As part of the original grant from The Robert Wood Johnson Foundation, an intensive,
ongoing field research program was built into the design of the Partnership Program
Demonstration. One purpose of the research was to learn from consumers in the
Partnership Program how to design and deliver consumer centered care. Consumers
enrolled in the Partnership Program during the first 3 years of operation were interviewed
by the research team to learn what they viewed as the most important quality of life
issues, what challenges, complaints or difficulties they were having with any of the
services, what they would like that they were not getting, and their general evaluation of

the program, services and providers.

In total, 76 interviews were conducted with frail older adults, younger adults with
disabilities and their caregivers. The research was used to develop a consumer evaluation
on quality of care in Partnership (Appendix K), a set of quality improvement protocols

(Appendix L) and a set of criteria that could be used to guide and evaluate care and
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services (Appendix M). Thus, the definition of consumer centered care and a consumer-
centered program developed as the Partnership Program evolved. Much of what is now
done to facilitate consumer centered care is based on this research. Indicators that can be
used to evaluate the achievement of consumer-centered care were developed during the
three-year demonstration with the input from consumers, family members, Partnership

staff, and other providers.

As part of the Partnership organization’s contract requirements with the state, each
organization is required to conduct an annual consumer satisfaction survey. While the
usefulness of the rating scales are subject to debate, often the subjective feedback
provides insight into consumer feelings about the program. One of the resounding themes
that emerges is the consumer appreciation for the personal attention and caring of the
staff. Comments like “they really know me”, “they take the time to listen” and “really

care” seem to reinforce that care in the Wisconsin Partnership Program is consumer-

centered.

Each of the agencies also pick two topics annually on which they conduct a focus study.
These studies have included areas seen as problematic or new programs to be evaluated
and included topics such as chronic pain control, end-of-life care, CBRF quality, falls and

medication use as examples (See Appendix N).
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The following case exemplifies the importance of involving consumers in decision
making by getting to know what their goals are. In this scenario, the team helps the
consumer continue an important tradition by helping her make decisions about her care,

and manage her health while accepting more services and support.

Case Example

Mabel was frail now at 90 and lived with her son-in-law and only daughter Mary. She still
had unresolved grief and guilt over her husband’s death 15 years ago. She struggled
with depression in addition to osteoarthritis and hypertension, and now they thought she
might have a recurrence of her bowel cancer because she was losing weight. She didn’t
want to go through the surgery again like she had before. The only thing which she had
to look forward to was the month she spent every summer with her daughter and son-in-
law at the cabin up at the lake. How she loved that. It brought back memories of when
she and her husband and Mary would spend summers at the cabin.

The team appreciated and supported Mabel's goal. The problem was that she was very
frail, wasn’t eating well and often forgot her medications. However, she was a very proud
woman and stated that her memory was “just fine.” The team talked with her about how
she could best prepare to make the trip to the cabin by eating her home-delivered meals
and supplementing with a can of Ensure. The RN convinced her that it would be easier
to get her medications delivered in a cassette and that many of the program participants
get their meds that way. The NP and social worker talked about her choice in having a
work-up to check for recurrence of the bowel cancer and what her options were. She
elected to not do anything at this time because she felt well and wouldn’t agree to have
surgery anyway. Planning for and taking the trip the following summer was the goal. To
achieve this she needed better nutrition, careful medication management and enough
physical therapy to build her strength.

Organizing her care plan around her goal provided direction and motivation. It helped
the team maintain focus on strategies to reach her goal, not interventions for their own
sake or simply to meet case standards. Subsuming case interventions under the
consumer’s goals keeps technical quality high while maximizing consumer quality of life.

Consumers who took part in the Quality Research initiative confirmed repeatedly that
their relationships with care providers were the most important components of care
quality. For the younger Partnership consumers, having a trusting and comfortable
relationship with physicians and Partnership team members meant several things. It

meant that providers: were familiar with them as individuals, were aware of the
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idiosyncrasies of their health situations; trusted consumers interpretations of bodily cues;
and responded quickly to consumer requests. For older consumers a good relationship
with their providers meant that the providers knew their personal and health histories,
understood how these histories influenced each other, adapted care decisions to fit what
was most important to individual consumers, and were able to deploy and supervise (or
subcontract with) other service providers to ensure that care was provided as the
consumer preferred. Relationship quality and continuity became central quality criteria
for the Partnership Programs as the mechanism to increase quality not an end in itself

(Appendix O).

The Partnership research also revealed that medication side effects were one of the most
significant quality of life issues for consumers. Most consumers interviewed for the
study described altering drug regimens, stopping medications altogether, altering dosages
at some time prior to enrolling in the Partnership Program. Several stated that they were
reluctant to tell physicians about their objections to the medications and simply adjusted

them on their own. This often led to serious consequences for consumers.

Acknowledging the importance of side effects and their impact on quality of life,
Partnership providers are careful to discuss this with consumers. In this way, consumers
who cannot tolerate particular side effects may be offered an alternative, one with fewer
or different side effects. What is different about this is the recognition of how important
quality of life is and how important side effects are for quality of life. Rather than simply
insisting that drug A is the only reasonable drug to take, Partnership providers

acknowledge that such approaches often simply discourage consumers from being
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honest. Also, recognizing these difficulties, avoiding judgments, and listening carefully
to consumers creates a more collaborative relationship between consumer and provider.
Consequently, while drug efficacy is the central consideration in prescribing, quality of
life is also important and member choice are also important. There are several possible
medications that can be used for high blood pressure. Some leave the member nauseous,
some leave the consumer fatigued, and some impair memory. Most members would like
the chance to have input into which of these they will be subjected to. Some members opt
for less aggressive treatment after a discussion about the trade offs between practice

standards and quality of life.

Case Example

The only really important social activity left for Mary was her bridge game on Tuesday.
She saw women from her old neighborhood and really enjoyed the game as well. The
trouble was Mary might be incontinent if she took her medications on Tuesday morning.
So Mary took the pills from Wednesday through Sunday. She stopped on Monday and
Tuesday. This solved her incontinence problem. Unfortunately, she had many
hospitalizations for heart failure during the year. Her physician asked her if she was
taking her medications. Mary was embarrassed and didn’t want to admit what she was
doing, so she did not tell her doctor.

The team worked with Mary to keep her out of the hospital. Through their discussions
with Mary, they learned what she was doing. A decision was made that Mary would take
a lower dose of her diuretic on Monday and would take it later in the day on Tuesday.
This controlled the incontinence enough to play bridge and reduced her admissions to
the hospital. The drug regime was not ideal, but it was considerably better than what
Mary had been doing on her own. This plan also established a level of trust, encouraging
Mary to be more forthcoming with her team in the future.

For younger disabled consumers, reducing the work they must do on a daily basis to
facilitate their own care is a central quality issue. This work includes such things as:

e Filling out insurance forms,
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e Managing cumbersome office visits,

e Scheduling, and rescheduling, transportation,

e Adopting to and accommodating PCW schedules,

e Supervising PCWs,

e Arguing with health care systems and providers to acquire what they need,
¢ Finding support to engage in social, educational and work activities, and

e (reating back up personal care systems.

The Partnership Program sites developed several policies and practices in response to
these issues. One example is a checklist that was developed from consumer interviews to
evaluate the accessibility of clinics and offices used by Partnership consumers. The
checklist included: wait times, bathroom accessibility, exam tables, likelihood of getting
out on time for scheduled transportation, lab accessibility, entrance doors, receptionist
sensitivity, provider sensitivity and responsiveness. Consumers were asked to rate their
visits and providers were given the results. Many changes were made in clinics and

offices as a result.

Partnership Programs also purchased their own vans and hired drivers to accommodate
the difficulties most consumers had with transportation services. This led to much
greater flexibility and the opportunity to respond to individual consumer needs. While
expensive, this was considered vital to facilitating flexibility and consumer choice.
Services that are highly contested in other programs, such as ongoing physical therapy,

nonpharmacological pain management, dietary supplements and massage are individually
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tailored to Partnership consumers. In many instances, consumers opt for less expensive

treatments than those that are available in more mainstream programs.

Case Example

An older woman used a tape player with earphones to listen to relaxing music. This was
her preference over anti-anxiety medications. The tape player was $10, and the tape
$5. This led to better, less costly results than medications and certainly created fewer
side effects.

Active Participation from Consumers to Plan and Evaluate Care

The Partnership model supports and encourages the involvement of consumers in
identifying treatment goals, not just how the goals identified by providers will be
achieved. Assessment and treatment plans are designed to assist members to achieve the
goals that are most important to them, as well as to promote high standards of care. Thus
consumer ‘expertise’ is combined with the wisdom and expertise brought by the care
management team and other providers. Understanding what the consumer wants and what
his/her life goals are may change a decision for surgery or chemotherapy. This is in sharp
contrast to what occurs when supportive services are separated from health services. In
this latter instance, health services are designed to promote high standards of practice and
are illness focused, while supportive services are focused on quality of life and on living
with the consequences of illness. The plans established in each of these two domains are
often at odds, or at least are rarely complimentary. The consumer is then left with the
burden of bringing these systems and treatment plans together or choosing between them.
Involving consumers in developing the plan of care, and identifying the goals to be

achieved, is vital. This is fundamentally different than what is generally done in health
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care settings where patients are invited to participate in determining ow a goal is
achieved but not what the goal is to be. This shift realigns care plans to support whatever

is important to the consumer.

For example, increasing personal care services and ordering adaptive aids for the home
might be pursued in a program focusing on supportive services. Without a health care
professional involved in the discussions about declining functional ability, there might
not be testing to see if a medical cause might be present. It might be something like low
potassium levels, urinary infection, or side effects of medications or anemia, which could
be easily treated. On the other hand, treating medical problems without regard for the
home situation and quality of life issues can have serious negative effects (see case
example of Mr. Jones page 46). The integration of health care providers and approaches
resulting from having the team act as care manager also leads to more consumer centered

carc.

Consumers who suffer from constant pain, nausea, or fatigue often are unmotivated to
engage in activities that would be satisfying if they were free from these symptoms.
Family events, volunteer work, visiting with friends are much less enjoyable when in
pain. Partnership members generally have multiple illnesses and require treatments that
often have side effects. Understanding that it is the pain, the nausea, or the fatigue that is
preventing satisfying social engagement helps the team develop a care plan that can bring
health care services to bear on quality of life only if the team understands the
relationships among them. Otherwise a health care provider focused on providing state of

the art health care may undermine quality of life by treating a health problem
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appropriately while leaving the consumer with other side effects that undermine quality
of life. A social worker focusing on the cherished activities that are precluded because of
the constant fatigue can influence the selection of medications, the intensity of
treatments, so that fatigue is a less likely or less intense side effect. The following

example illustrates the importance of the Partnership Team approach.

Case Example

Isabel and her husband, John, had been married for 65 years. She had always managed
the household and been the social link for John. While John was more simple in his
interactions, he was Isabel’s strongest supporter which led to a strong, balanced
relationship. As Isabel and John became more frail, they moved in with their daughter
and her family. Isabel’s macular degeneration left her legally blind. She also exhibited
some mental health problems, including paranoia. Isabel accused her daughter and
granddaughter of stealing from her and wanted John to say he believed her 100%. John
wanted to support Isabel as he always had, but felt caught in between his wife on one
hand and his daughter and granddaughter on the other. Plus he didn’t believe they
would steal from Isabel. The physician’s decision was to treat Isabel's paranoia with an
anti-psychotic medication. One month later, Isabel developed frequent diarrhea, a flat
affect and bradykinesia (extreme slowness of movement), which caused her to not make
it to the bathroom in time.

She stopped going out anywhere, even to church. The Gl physician with whom they
consulted wanted her to have a colonoscopy right away. Concerned that Isabel might
be having a recurrence of a past colon cancer, and anxious about feeling like he needed
to make decisions, John agreed. The Partnership team discussed the situation and the
issues around Isabel’s quality of life. They felt that the diarrhea was related to the
medication and wanted to wait for the dose adjustment before rushing to more testing.
The anti-psychotic medication was decreased and her anxiety was treated. The diarrhea
improved and while Isabel still had paranoia, she was able to cope with it better and
wasn’t crying all the time. Since it was so difficult for Isabel to deal with any change, the
team planned to talk with her about her wishes and what she would wish to do if
something critical was found on the colonoscopy. Isabel’s physical ability to handle
surgery and rehab if needed was very questionable. At age 87, and with her mental and
physical health challenges, the colonoscopy might not be the best course to pursue right
away. The bowel prep alone could be overwhelming.

The team planned to discuss the problem, options for treatment and timing of
interventions with Isabel alone, first, and then with her and her husband John. The NP
collaborated with the PCP on this plan. Considering the impact of diagnostic studies and
treatment consequences on quality of life often leads to slowing down the testing
process or deciding to live with the risk of untreated disease. Taking the time to allow the
consumer to be fully informed and involved in the decision-making is critical.
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Using Published Research To Guide Program Design

Another strategy used by the Partnership Program to create a consumer-centered system
is the use of published research and advocacy groups to guide program development.
Research and other available information related to consumer experiences were used to
develop initial care plans. For example, research has confirmed that younger disabled
consumers, in general, do not receive adequate primary care. Primary care providers tend
to focus on the disability, leaving the routine screening and prevention unattended to.’
Consequently, a special effort was made to ensure that these preventive procedures were
done as appropriate. This became a responsibility of the team and was reflected in its
own actions as well as how they influenced other care providers.

Another example of how the research literature was used to guide program design is the
creation of medication monitoring systems to prevent medication errors. There is a well-
documented high incidence of medication errors made by frail older adults. These errors
lead to almost half the annual hospitalizations of older adults in the US, and lead to much
unnecessary suffering. In response to this, information systems were put in place to
review and closely monitor current medications, changes in prescriptions, including
dosages and the potential for drug/drug interactions. Negative consequences from

medication errors were minimized.

The Partnership structure makes this possible since all providers are in such close
communication with one another. Research on both hospitals and nursing homes has also
documented the usual decline in physical functioning experienced by many elderly after

even short stays. Informed by this research, the Partnership team closely monitors
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members in these environments, to ensure that adequate preventive measures are being
taken by the staff. These expectations are also built into Partnership contracts with
hospitals and nursing homes. The Partnership team, first of all, tries to prevent
unnecessary hospitalizations and to ensure that the length of stay is no longer or shorter
than necessary. This is accomplished by being clear on the goal of hospitalization, how it
affects overall consumer goals and any unique circumstances related to discharge. High
intensity home care can be used during an acute illness to prevent hospitalization.
Timely and accurate information sharing and advocacy is critical. The Partnership NP
also ensures that appropriate physical therapy and ambulation are instituted to prevent

decline from inactivity while in more sedentary situations.

Maintaining High Technical Standards of Care

Another strategy to build a consumer centered system is to provide high technical quality
care. This means that is it vital to have a medical director who is a well respected, highly
regarded practitioner in the community, whose work is visible to other community
providers, who has expertise relevant to the population served and who actively pursues
continuing education. The Partnership medical director is a resource to both primary care
providers of the members, and to the Partnership teams and raising the standards of care
across settings. Care is carefully monitored. The team or WPP physician intervenes
when necessary to raise care standards. This effectively brings expertise on geriatrics or

disabilities to PCPs without such expertise.

2 DeJong, G. (1997) Primary care for persons with disabilities: an overview of the problem, American
Journal of Physical Medicine and Rehabilitation, 76 (3), Suppl., pp S2-S8.
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The medical director is a vital link to the physician provider panel. She/he can help the
physicians and NPs better understand each other’s practices and suggest strategies for the
NPs to work most effectively with the physicians. The medical director has more “clout”
with the physicians and can help problem solve difficult relationships. One of the
Partnership sites found it to be very worthwhile for the medical director and program
manager to meet with each new physician who joins the provider panel, to explain the
philosophy and expectations of the program, standards of practice, and role and abilities
of the NP. The medical director is also a resource to the NPs regarding current medical
practice and utilization review. Experience has shown that preventive measures are more

effective and easier than trying to correct problems.

A Partnership program must also be committed to, and actively involved in, evaluating
and acquiring skills that they do not have. In Partnership, such skills have included

AODA, mental health assessment, counseling, and hospice care.

Conclusion

Overall, the Wisconsin Partnership Program is designed to maximize continuity,
coordination and consistency of services. Important information about consumers is
brought forward into new encounters, diminishing the need for consumers to keep telling
providers the same stories. Providers have quicker access to the information they need,
reducing time needed to ‘figure out” what is going on, and more importantly, maximizing

the occurrence of integrated, consumer centered outcomes.
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Chapter 5
Outcomes of the
Partnership Program

Introduction

The effectiveness of the Wisconsin Partnership Program has been demonstrated in a
variety of ways. From its built-in savings to Wisconsin’s Medicaid program and its
reduction of institutionalization and hospitalization rates, to high consumer and provider
satisfaction, promising outcome results, and innovative quality improvement projects, the
Partnership Programs successfully provide high quality, consumer-centered, cost

. . 3
effective services.

Built-in Savings

Medicaid managed care programs are required to be “budget neutral.” As such, payment
to managed care organizations such as the Partnership Program cannot exceed what the
state projects it would have paid for services for the same population, over the same
period of time, under a fee for service system. To achieve some savings in its managed
care programs over what it would have spent in fee-for-service programs, the state of
Wisconsin has built in a 5% “discount” from the determined reimbursement rate before
payment is made to the Partnership Programs. This feature does two important things: it

guarantees savings and puts all the risk on the managed care programs.

* The information contained in this chapter was excerpted with permission from the WI Department of
Health and Family Services’ (DHFS) Partnership Waiver Renewal, Section 6-IV: Assessment
Demonstration.
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Reduction of Institutionalization and Hospitalization Rates

Wisconsin’s Department of Health and Family Services (DHFS) analyzed utilization in
the Partnership Program by tracking the utilization of members pre- and post-enrollment.
Staff identified 227 Partnership members who had been enrolled in Partnership for at
least 6 months and who had at least 18 months of Medicaid fee-for-service experience

prior to enrollment.

Table 1 compares hospital, emergency room, and nursing home utilization for those 227
people before and after enrollment, reflecting a steady increase in hospital and nursing

home utilization by these individuals prior to enrollment in Partnership.

Table 1.
Partnership Program Reduces the Use of Hospitals and Nursing Homes
Year 3 Prior Year 2 Prior Year 1 Prior Year 1 After Year 2 After
Partnership Partnership Partnership Partnership Partnership
Enrollment Enrollment Enrollment Enrollment Enrollment
(Annualized)
# Eligible
Months 2,144 2,606 2,698 2,374 1,201
# of FTE
People 179 217 225 198 100
Hospital Days
Per 1000 1,718 2,321 3,430 3,070 2,958
People Per
Year
Nursing Home 8,273
Days Per 1000 1,730 4,047 9,435 4,322 5,367*
People Per
Year
ER Visits Per
1000 People 465 1,064 965 940 739
Per Year

*One individual was in a nursing home the entire 14 months prior to her death. The
“5,367” excludes her.

While some increased utilization can be attributed to the effects of aging and the

progression of chronic conditions, in three years prior to enrollment in Partnership,
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hospital days per 1,000 people per year almost doubled and nursing home days more than

tripled.

The final two columns of Table 1 display data for the 227 individuals post enrollment in
Partnership. The hospital days per 1,000 people per year dropped by 10% in the first
year, and another 4% in the second year, as opposed to what would be expected which is
an increase in these days. Additionally, there was a dramatic reduction of nursing home
days used during the first year post Partnership enrollment. For example, 48 of the 227
people in this study were in a nursing home during this 5-year period. Nine of the 48
people exceeded 90 days of nursing home care in the year prior to Partnership
enrollment. Those nine people received 1,736 days of nursing home care in the year prior
to joining Partnership, while receiving only 12 days of nursing home care in the year

following Partnership enrollment.

Graph 1 illustrates the trend of hospital utilization in the fee-for-service system of these
227 individuals prior to enrollment in Partnership. The two points below and to the right

of the trend line (in red) reflect actual experience after enrollment.
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Graph 1.

Comparison of Hospital Days Used Per 1000 People Per Year,
Before & After Parthership Enrollment
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Graph 1 illustrates the impact that the Partnership program has had on inpatient
hospitalization. The first three data points show a rapidly increasing rate of hospital
utilization in the baseline period (i.e., pre-Partnership enrollment) for the study
population. Subsequent to Partnership enrollment, the rate of hospital utilization drops off
dramatically. Not only is the absolute level of hospital utilization lower after Partnership
enrollment, but also the trend over time has flipped from a sharp increase to an actual
downturn in hospital utilization. Given the population being served, this is an unexpected

accomplishment.

Similarly, Graph 2 (see below) demonstrates the large reduction in nursing home
utilization that the Partnership program has been able to achieve. The first three data
points show a rapid increase in the rate of nursing home utilization in the baseline period
for the study population. Subsequent to Partnership enrollment, the rate of nursing home
utilization drops off dramatically. That is, the absolute level of hospital utilization lowers

considerably after Partnership enrollment. The increasing trend has also been reduced
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from the baseline period, although not as dramatically as for hospital utilization, where

the trend was reversed.
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Also note that nursing home use increased significantly during the second year after

Partnership enrollment largely because one person resided there for 14 months prior to

her death. At this time, there is insufficient longitudinal data at this time to project

nursing home use by members after enrollment in the Partnership Program.
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Graph 3 also illustrates the trend of nursing home utilization in fee-for-service system

prior to enrollment in the Partnership Program but excludes the outlier identified in Table

1.
Graph 3.
Comparison of Nursing Home Days Used Per1000 People Per Year,
Before & After Partnership Enrollment, Qutlier Excluded
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Though the Partnership Program is relatively new, this initial data demonstrates a notable
reduction in hospital and nursing home days used. Partnership members have
experienced fewer hospitalizations and nursing home placements than they had
previously in the fee-for-services system. They have also experienced a reduced rate of
hospitalization and emergency department visits for ambulatory care sensitive conditions
(ACSCs). This reduced utilization is the result of better care coordination and, by

implication, improved access to preventive care.
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Consumer Satisfaction and Outcomes

A variety of consumer surveys and interviews have been conducted with Partnership
members. Two of these are the Kane Survey” and the Council on Quality Leadership’s
(CQL) consumer outcome interviews. Each of these, discussed below, concluded that
members of the Partnership Program, as well as participating providers, were satisfied

with the program.

Kane Survey

The Centers for Medicare and Medicaid Services (CMS) contracted with Dr. Robert
Kane, MD (University of Minnesota, Health Services Research and Policy School of
Public Health) in the first half of 2000 to survey Partnership participants and family
members and assess the utilization and quality of care from claims data. The Kane
survey was designed to obtain demographic and health status information about
participants and also to elicit satisfaction ratings about a wide range of services from both
Partnership members and family members. Kane’s survey was conducted with two
comparison groups—participants in the Milwaukee PACE Program and participants in
Wisconsin’s 1915(¢c), COP-Waiver Program. Overall, levels of satisfaction with care
were the same for all survey respondents across all three groups. However, in general,
family members of Partnership members tended to express somewhat more satisfaction

with the Partnership Program than with the other two programs.

Findings from both the Kane Survey and CQL’s outcome interviews (see Table 2 and 3

below) also indicated that participants, both elderly and disabled in all three programs,
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were highly satisfied with access to care. This finding was important to both DHFS and

CMS since both were interested in whether Partnership organizations could create large

enough networks to offer their membership sufficient access and choice among providers.

Table 2.

Access to Care

WPP versus PACE and COP-W

Elderly Participants
Item WPP PACE COP-W

Y% Y% Y%
Receive services when needed. 95 94 92
Your doctor or other health professional responds 94 96 93
quickly when you get sick.
Your doctor will hospitalize you when your health 98 99 97
problems require it.
You can see a specialist whenever you need to. 92 94 95

Table 3.
Access to Care
WPP versus PACE and COP-W
Participants with Disabilities
Item WPP PACE COP-wW
% % %

Receive services when needed. 90 NA* 85
Your doctor or other health professional responds quickly when 94 NA 92
you get sick.
Your doctor will hospitalize you when your health problems 96 NA 94
require it.
You can see a specialist whenever you need to. 94 NA 93

* People with disabilities are not eligible for PACE

* Kane, Robert L. Multi-state Evaluation of Dual Eligibles Demonstration: Third Annual Report (April,

2002).
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Because Partnership plans are capitated for both Medicare and Medicaid, they are able to
provide services to beneficiaries that would not ordinarily be available to regular
Medicare or Medicaid beneficiaries. An example is the dental services being provided to
members of the two Partnership plans in Madison. Medicare does not normally cover
dental services. While Medicaid provides dental coverage, very few dentists in Wisconsin
have elected to participate in the program with the result that access to dental care is
limited for Medicaid beneficiaries. One program negotiated an agreement with the
Marquette University School of Dentistry. The School of Dentistry provides services to
members in a dental office located at one of the Partnership Sites. The plans feel that the
provision of these services is cost-effective and it reduces the incidence of potentially
more expensive oral health and other medical problems that would result from inadequate
dental care. In a recent informal study it was determined that approximately 17% of
Partnership eligible people in the Medicaid fee-for-service system received dental
services in 2001. By comparison, approximately 70% of all Partnership members

received dental services in 2001.°

> It is important to note that not all findings of the Kane report were positive, particularly those related to
the cost of the Interdisciplinary Team (IDT), the usefulness of the nurse practitioner (NP) role, and the
effectiveness of the program in changing behaviors of physicians in the community. Acknowledging these
concerns, Partnership staff felt that the study was conducted too early in the development of the Partnership
Programs and did not reflect Partnership Programs that were up and running. The study, as a result, reflects
on programmatic elements that were still under development.
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Voice of Experience

Capturing accurate and useful data about your Partnership program is
critical regardless of the stage of program adoption. Make sure you know
what data you want and need to collect and establish reliable mechanisms

to gather this information accurately and early in the development and

implementation process.

Council on Quality and Leadership

DHEFS also contracted with the Council on Quality and Leadership (CQL) to survey 140
randomly selected participants in the Partnership Program. The survey was performed in
March and April of 2001. The CQL survey was selected, in part, because it stresses the
assessment of plans in terms of member defined outcomes.® Samples of the results for
two outcomes (People Have Best Possible Health and People Choose their Services) are
illustrated in Graphs 4 and 5 (see page 77 & 78). Consumer satisfaction is detailed in
Graph 6 (see page 79). Member outcomes are not only indicators of satisfaction with

services, but also as outcomes generated by the services being provided.

Graph 4 indicates that more than 80% of the Partnership consumers interviewed reported
achieving the outcome People Have Best Possible Health. Graph 5 indicates that roughly
65% of Partnership consumers interviewed reported achieving the outcome People
Choose their Services. Finally, Partnership consumers reported that Partnership services
met their expectations and needs 74.3% of the time, as depicted in Graph 6. Though the
Department would like to see a level of satisfaction from Partnership members

approaching 100%, it views these initial results as a significant achievement.
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Graph 4.

Member Outcome Results for: "People Have the Best Possible Health” Family Care
(FC), Partmership (WPP), PACE, and Home & Community-Based Sves. Waivers
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%It is important to note that the outcomes used by CQL were developed for people with developmental
disabilities, not for the population served by WPP: the elderly and physically disabled.
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Graph 5.

Member Outcome Results for: "People Choose their Services"
Family Care (FC), Partnership (WPP), PACE, and Home & Community-Based Svcs.
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Graph 6.
Levels of Satisfaction
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Graph 7
Impact of the NP Role in Promoting Better
Follow Through of MD’s Recommendations

"Does involvement of the nurse practitioner promote better
follow through of MD's recommendations--filling & taking

prescriptions, obtaining tests, coming to appointments?"
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Quality Assurance/lmprovement

The Partnership Program uses a multi-pronged, outcomes-based approach to quality
assurance and improvement. Department staff compile and analyze utilization,
diagnostic, enrollment and preventive care data. Department staff also monitor the
organization’s financial stability and trends, the quality of delegated/sub-contracted
services data, the extent to which member-specified outcomes are supported and
achieved, and the level of satisfaction experienced by providers and members.

Complaints and grievances are reported and monitored on a regular basis.
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Each Partnership organization conducts a minimum of two internal performance
improvement projects (PIPs) annually. The selection of the PIP is based on utilization
trends, incidence of adverse outcomes, and the diagnostic and age demographics of their
membership. Recent PIPs include (See Appendix L for sample QI projects):

¢ A Baseline study on Hemoglobin Alc Testing Using a Tickler Reminder
System (2001)

e  Use of First Generation Tricyclic Antidepressants in Participants (2001)
e  Chronic Pain Assessment (2001)

e  (Caregiver Strain Study (2002)

e  Medication Event Study (2002)

e  Diabetes Performance Improvement Project (2002)

e  Dementia-Related Behaviors (2002)

Additionally, the Department, Partnership organizations, and an external quality review
organization (EQRO) collaboratively select and conduct an annual data-driven quality

improvement project. Recent EQRO projects include:

e 2001 EQRO Project: Focused on falls/injuries and pneumonia by reviewing
records and discussing events to identify best practices and opportunities for
improvement.

e 2002 EQRO Project: Reviewed the systems, structures, policies and procedures
related to end-of-life (EOL) care and falls prevention.

e 2003 EQRO Project: Studying hospitalizations for COPD because of its
prevalence in Partnership members and the relatively high number of
hospitalizations.
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Conclusion

The Partnership Program has significantly reduced the need for nursing home care,
reduced hospitalization utilization, and reduced hospitalization utilization for ambulatory
care sensitive conditions. This, in combination of receiving capitation payments that are
discounted from a fee-for-service equivalent population, has reduced the cost of

providing health and long-term care to Partnership members.

Partnership members benefit from improved access to care, and integrated health and
long-term care services as opposed to cost control as practiced in many managed health

carc programs.

The Wisconsin Partnership Program is meeting its goals of improving quality of health
care and service delivery while containing costs and managing care to reduce
fragmentation and inefficiency in the existing health care delivery system. Because of
the Partnership Program, more people who are frail and medically complex are able to
live in the community (where they choose to live) and participate more fully in decisions

regarding their own health care.
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Chapter 6
Target Population

Who is a Partnership Program Designed For?

The Partnership Program was designed for individuals who are dually eligible for
Medicare and Medicaid and who meet the nursing home level of care. Therefore, the
target population is low income, frail, chronically ill and/or disabled adults. The
consumers in this target group are also relatively high users of both health care and long-
term support services, and tend to “fall between the cracks.” As a consequence, they
often tend to experience serious, negative health outcomes including frequent

hospitalizations and placement in long-term care institutions.

Characteristics of the Partnership Target Population

Meet nursing home level of care and/or functional ability criteria.
Chronic, disabling health conditions

High levels of functional dependency

Low income

High service users

] L] L] ] ]

Any consumer who was low income and ‘disabled’ is considered eligible for enrollment
in the Partnership Program. One of the initial Partnership sites planned to focus on the
non-elderly disabled population, while one planned to take both elderly and non-elderly
and two others planned to recruit only elderly. Individuals with primary mental health
diagnoses and developmental disabilities were eliminated from the pool. While the
Partnership Program staff were interested in both of these populations, they decided to

begin with a focus on elders and individuals with physical disabilities and illnesses. As
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membership grew in the Partnership Program, however, it became apparent that the target
population initially envisioned was somewhat different than the group that ultimately

enrolled.

Non-Elderly, Physically Disabled Partnership Population

Disability

The first surprise was that the under 65 group who enrolled in the program was disabled
primarily as a consequence of chronic conditions such as diabetes, arthritis, multiple
sclerosis and peripheral vascular disease. This was quite different than the young
physically disabled group anticipated by the Partnership Planning Team. The Planning
Team had expected to see individuals with disabilities related to accidents, injuries and
birth trauma. This difference in enrollees was likely related to the high visibility of this
latter population in the disability rights movement and the association of these conditions
with the term ‘disability.” As it turns out, there were considerably more individuals with
chronic medical conditions that, over time, resulted in high levels of disability. This is
important since it has implications for the expertise of Partnership staff and the physician

group working with and caring for Partnership members.

Age

The second surprise was the relatively older age of the ‘young’ disabled group. The
Partnership design team had anticipated a group of enrollees in their late 20s to mid 40s.
The group that enrolled was primarily mid 40s to almost 60. For example, at the

Community Living Alliance Partnership site, the membership breaks down as follows’:

" Per Sara Roberts, Oct. 2003
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Age

20-44
45-59
60-64
65-74

Percent of Membership

36%
51%
7%
6%

This age distribution has important implications for service types and intensity.

Mental Health and Substance Abuse

Partnership members in the non-elderly disabled population had a relatively high

incidence of long-term mental health and substance abuse problems, along with their

physical disabilities. Although none of the members had either of these as a primary

diagnosis, the problems were often severe and long standing. In the view of the

Partnership staff, most of these individuals could easily have had a primary diagnosis

related to their mental illness. The severity and impact of the mental health and

substance abuse problems proved to be very challenging. Subsequent staff hiring and

training has responded to this need.

Because diagnoses of mental health are much more prevalent in this population,

Partnership Programs will need to address these issues by developing expertise in this

area. Across the board, Partnership staff felt that managing consumer mental health,

especially for younger members or those with undiagnosed issues, was one of the most

complicated aspects of member services. Potential Partnership programs should prepare

for this accordingly.
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Elderly Disabled Partnership Population

Illness and Disability

The group of older adults who enrolled in the Partnership Program had both high levels
of functional disability and highly complex medical conditions. This group tended to
have multiple medical problems rather than one or two. A typical consumer profile
would be someone with advanced diabetes, perhaps an amputation, unstable coronary
artery disease, arthritis and gall bladder disease. Many elderly consumers also suffered
from vision and hearing impairments, periodontal disease with multiple tooth loss, and
chronically poor nutrition. It was not unusual for these members to have complex family
problems, including other family members with mental health or substance abuse
problems, caring for dependent adult children or grandchildren, living in relatively

inaccessible or substandard housing and having very limited access to transportation.

Because of the multiple and complex health problems that many of these members
experience, close and careful monitoring of medical conditions is often required. Many
of these members live ‘on the edge,” continually at risk of developing serious
complications from their illnesses and experiencing frequent acute ‘events.” Their
treatments are often finely balanced, attempting to minimize side effects of treatment
while also controlling symptoms of illness and preventing physical decline. What
distinguishes this group is the precarious nature of their medical situations and how
quickly they can go from ‘stable’ medically, to needing quick and intensive intervention.

This is the medically fragile group.
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This is quite different from a consumer group that has a high level of functional
dependence with stable chronic illness. The urgency of response, the sophistication of
medical management and the multiple back up systems necessary to serve this group

must be structured into the Partnership design.

Implications of Partnership Enroliment Trends

The characteristics of Partnership members have important implications for planning and
implementing a Partnership Program. For example, a high level of functional disability
requires quite different services and staff expertise than does a high level of medical
complexity. Effectively working with a population that has a high level of mental health
and substance abuse problems requires expertise that most long-term care and health care
providers do not have. Not having mental health expertise on a team that is trying to
provide services to members with serious mental health problems is frustrating for staff

and consumers alike, and also undermines care quality.

Failure to manage mental health and substance abuse problems effectively also has
serious financial implications for the organization. Addressing mental health and
substance abuse in a chronically ill population is a key component of effectively
managing medical problems and keeping consumers out of costly environments. Many
of the non-compliance issues that teams confront have mental health or substance abuse
as the core issue. Staff who are inexperienced or lack the knowledge of how to deal with
these issues spend considerable time venting frustrations and often engage in on-going

battles with the consumers. Meanwhile the consumer’s medical condition may be moving
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toward crisis. This special expertise has been built into the program through ongoing

training and targeted hiring of experts.

Case Example

Louis a 45 year old, has been paraplegic for 10 years since his spinal cord injury from
a gunshot wound. His team tried very hard to help him understand the importance of
taking his meds on a regular schedule; however Louis would say “I don't like taking
pills, | only take them when | need them.” Consequently, he would have frequent
crises of muscle spasms and bladder spasms and not being able to sleep, then saying
the medications don’t work. Louis drank heavily and frequently also which resulted in
him being evicted from several apartments and staying in his wheelchair all night and
developing skin breakdown. He finally agreed to go into treatment with the result
being he was no longer evicted and had a stable place to live. The team feels he is
still drinking some but he is doing much better. They realized that his drinking was at
the root of his not taking his medications as prescribed. However they are still
struggling with getting him take to his meds on a preventive basis and to change
positions frequently. They feel that he hasn’t really accepted his disability or taken on
responsibility for getting on with his life. Recently however, he has taken on the
responsibility for his 10 year old daughter and seems to be more motivated.

Case Example

Melody is an obese 31 year old with fibromyalgia who lives by herself in a very
cluttered apartment. She has a diagnosis of PTSD, and an undocumented but
suspected personality disorder. She sees a counselor 2-3 times a week and a
psychiatrist monthly for med management. Melody has a long-standing relationship
with her PCP and sees him weekly or every other week. The IDT is very frustrated
with her as she is always asking for “things” and won'’t try other interventions that they
suggest. For example, she wants more cab rides, a new walker and a hospital bed,
while the team wants her to try physical therapy and other interventions. When the
team explains that this is how they approach similar problems with other members,
she says, “There is no one else like me.” While she states she needs personal care
services to wash her hair and for meal prep because she fatigues easily, she
frequently goes out of her home to movies or to warm water exercises at the health
club for pain management and weight loss. When confronted with these observations,
she states, “nobody understands me.” The team gets very frustrated because she
won’t enter into a dialogue with them and sometimes calls management. If she hears
“no” from one team member she will then ask another and misconstrue what was said,
in essence “splitting the team”. The team has learned that they must always take time
to reach agreement among themselves before responding to a request. They continue
to experience frustration.
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Case Example

Charles had been living with his daughter, who also had a substance abuse
problem, for the last six months. His social security checks went for their rent and
food. However, they were on the verge of eviction for non-payment when Charles
was referred to the Partnership program. During the Intake interview he admitted
that he had been a long-time user of heroin; he figured they would know anyway
the first time he needed to have blood drawn, as he was the only one who could
still locate a vein. He also admitted to having substantial credit card debt and not
having money to buy his medications. He suffered from congestive heart failure,
emphysema, diabetes and peripheral vascular disease and was a frequent visitor
at the local ER.

He was surprised when, after meeting his team, the social worker told him
that he was responsible for his own housing and suggested what to do
about the risk of eviction. After two ER visits in the two weeks after
enrollment, he was weakened and unable to walk or handle his personal
cares. Blood tests at the ER showed evidence of recent heroin use. He
was disheveled, frail and his chronic illnesses were unstable. The social
worker told him that she had found a CBRF, run by an RN, who agreed to
take him only if he didn’t use and submitted to drug tests any time he left
the facility. He reluctantly agreed, but cursed and blamed everyone for his
current state.

The next nine months was a rocky journey for Charles and the team. With
the help of psych consults, management intervention and facilitation,
boundaries and limits were set and roles and expectations clarified.

While Charles continues to reside in the CBRF, he now considers it home
and realized that he wouldn’t be able to stay “clean” outside of the
structured environment. He is clean, well-dressed and enjoys writing his
poetry for and telling his stories to his team. While he has had no ER
admissions in the last nine months, he has recently learned he may need
to go on dialysis in the near future. He feels that with the help of his team
he will be able to handle it.
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What is Different About Partnership Populations?

Typical Partnership members are not the consumers or patients that are courted by
managed care organizations. They are, in fact, the individuals these organizations are
trying not to enroll because of their complex medical conditions. This actually makes
recruiting for Partnership somewhat easier. The consumers in Partnership Programs are
often the individuals that frustrate other providers. Sometimes that frustration is related
to the difficulty of the physical, mental and environmental problems, issues and
challenges that providers are trying to respond to or manage. Sometimes it is because
these consumers are seen as uncooperative, noncompliant, and difficult. These are the
consumers who will be enrolling in your program. While they are time consuming and
challenging, the long-term rewards of developing trust, decreasing hospitalizations and

promoting independence and self-esteem can be satisfying.

Voice of Experience

Expect a wide variety and complexity in the issues your consumers will
bring. Educate yourself on the issues typical to the population in your
community to avoid too many surprises.
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Part II.

Organizational and Program Development
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Chapter 7
How a Partnership Program
Changes an Organization

Introduction

The Partnership Program is indeed a program, a collection of activities that an
organization performs in order to meet its goals. It is not, in itself, an organization. Each
of the Wisconsin Partnership Program providers was an existing organization, with its
own history and culture, and each remains an entity distinct from the program. However,
adoption of the Partnership Program required changes on the part of these organizations.
Some of these changes were expected or sought; others were a surprise. Some were
welcomed; others felt like a loss. All should be taken into account by any organization

considering the development of a Partnership Program.

Voice of Experience

Each of the Wisconsin Partnership Organizations hired organizational
development consultants to help transition to its new size, function, and
community role.

Every organization has a history, a culture, and a set of values and assumptions about its
role in the community. It develops formal and informal systems that translate into “how
we do things around here.” Before developing the Partnership Program, each of the four
Partnership providers was a community-based nonprofit organization that provided
human services and/or advocacy to the elderly and/or disabled. One was an established

PACE provider. Each had a culture and systems that worked for its current activities.
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Adoption of the Partnership Program required change on the part of these organizations.
Some of these changes were simply due to the sudden growth of the organizations.

Others resulted from the very nature of the Partnership Program.

Impact of Organizational Growth

Significant organizational growth, from any source, changes an agency. Habits of
communication and coordination, which worked fine before, often prove inadequate for
the new demands. Out of necessity, systems become more formalized and processes
become more standardized. These can be unwelcome changes to those who value small
size and informality in the workplace and feel these are indicators of some key
organizational value, such as accessibility. One Wisconsin Partnership Program
manager described such a situation as an “internal struggle of ‘we don’t want to give up

299

this grassroots identity and become hatchet men in blue suits.

Openly discussing organizational values and identifying ways to support these, regardless
of the size or operation of the organization, have addressed these potential conflicts.
Wisconsin Partnership Program managers stress the need to be clear about the
organization’s mission and to articulate how decisions relate to that mission. They also
emphasize the importance of open communication within the organization and the need
for leaders to model the values they promote. When managers show interest in hearing
stories about members, it reinforces to staff that the managers care about the clients who

are served and the staff who work hard to serve them.
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Voice of Experience

When challenging situations arise, watching leaders demonstrate respect,
tolerance, and conflict resolution skills shows that the leaders not only
“talk the talk, but can walk the walk.”

Managers have used strategies such as open forums and regular administrative updates,
including discussion of challenges and barriers the organization is facing. Providing staff
with information, explaining why decisions are made, and discussing the intended impact
on the organization help staff develop trust and understand and support even difficult
decisions. Managers may also want to attend interdisciplinary meetings occasionally and
help resolve difficult conflicts with families or members. This give managers and
administrators the opportunity to interact with staff on issues core to the mission and

values of the organization and stay connected with staff.

Organizational growth can also influence how an organization is perceived. As one
manager said, “People fear big organizations; you know that all nonprofits ought to be
real small and struggling, and if you get bigger, it automatically means you’re bad
because you’re impersonal or you don’t care about your customers.” Because such
perceptions can damage an organization’s relationships with stakeholders, care must be
taken to communicate openly and consistently with key constituencies. Regularly
scheduled meetings and updates on plans, progress, and challenges will help stakeholders
stay supportive, and articulating and demonstrating commitment to the mission and

values as the organization grows may help dispel stakeholders’ fears. One Partnership
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organization found that regular meetings with the local home health agency helped the
organizations to better understand each other, appreciate each other’s challenges, and find
new ways of working together. What was initially seen as competition became a mutual

source of referrals for each organization’s specialized services.

Impact of Specific Partnership Program Changes

Adoption of a Partnership Program also requires an organization to develop in specialized
ways. It must develop both the service capacity to deliver a full range of primary, acute,
and long-term care services and the interdisciplinary teams to provide these services in an
integrated manner. It must also develop the capacity to manage several levels of risk
(financial, individual member’s health care, liability). See page 181 for a more detailed

discussion of these risks.

Adoption of an interdisciplinary team-based program requires organizational members to
question their assumptions about the health and social service professions. Much of this
manual focuses on how interdisciplinary teams can be developed, but it is important to
note that the organizational infrastructure must support these efforts. A good example of

this is reporting relationships.
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Voice of Experience

The entire organizational structure must support the interdisciplinary teams
(IDT). For example, most Partnership Programs found that profession
specific supervisory relationships seemed to encourage team members to
bring team disputes to their supervisor, rather than to resolve such issues
in the team itself. Supervisors, therefore, need to use management skills
that support IDTs and feel comfortable helping teams to resolve their own
conflicts. While it is important for staff in each discipline to have a mentor
to go to for professional advice and guidance, the program manager must
be objective and equally respectful and supportive of each of the
disciplines.

Some of the Partnership sites shifted from a reporting relationship that stayed within a
single discipline to one that integrated disciplines. For example, at one site each team
member initially reported to a supervisor who oversaw all workers in that discipline. So
the Partnership team nurse reported to the nurse supervisor while the team social worker
reported to the social work supervisor. This maximized the possibility for conflict and
divisiveness within the team. The structure was changed so that all team members
reported to a single supervisor whose responsibility was to promote collaboration and

good working relationships among team members.

The decision to deliver health care services can alter how a social services organization
sees itself and its work—and how others see it. For some organizations, “health care” is
so negatively associated with a medical model of care that its incorporation would seem
to conflict with the organization’s basic values. Demonstrating to consumers and
consumer advocates that you are sincere and will be effective at providing high quality,

consumer responsive care may be a challenge. In particular, the sites that were built on
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Independent Living Centers were seen as suspect. Suspicions seemed to be primarily
about:

e  Loss of an advocate status that comes with collaboration

e  Fear that medical practitioners would overrule everyone else

e  Fear that consumer choice will be lost

e  Necessity of being concerned with cost of services

Although Partnership Programs have demonstrated to consumer advocates and consumer
groups that close collaboration with health care providers can actually increase the

likelihood of consumer-centered care, a perceived conflict in philosophies may still alter
the organization. In fact, one Partnership organization resolved the conflict by creating a

separate organization that developed the Partnership Program.

“We ended up starting ... a separate service organization because there
were a lot of questions in the minds of a lot of advocates in the disability
movement about whether an independent living center could do the kind

of service provision we could do and still do uncompromised advocacy.”

Even social service organizations that do not restructure may find themselves facing an
identity crisis when they realize they must hire one of “them,” a health care professional,
early in the planning process to gain “insider knowledge.” This means finding someone
who may speak a different professional language, may appear to have slightly different
values, and feels quite unfamiliar. This may well be uncomfortable, unfamiliar, and
unappealing to the organization. In some of the more ideologically committed social

service organizations, these new comrades have long been considered the enemy. These
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are the people who are seen as the force behind the “medicalization” of consumers’ lives,
the people who take away self-determination and use all resources for things that most
consumers, given the choice, would forego. But these are the people who will be needed
in the organization if it is to effectively integrate fiscally and clinically sound decisions

with consumer preferences.

The Wisconsin Partnership Program organizations also had to learn to manage unfamiliar
forms of risk. They were becoming both service and insurance providers for populations
that, compared to the general population, were heavy consumers of health care services.
By insurance industry standards, all of their members would be “high risk.” Partnership
organizations had to develop the capacity to deliver the needed services, in a consumer-
centered manner, and to collect and use information that would allow them to manage

their financial risk.

Wisconsin Partnership Program organizations accept full responsibility for meeting
members’ health and social service needs and realize that their decisions could put
members at physical risk. The medical aspects of this responsibility require an
organization to function in ways that the social service aspects alone would not. Health
care services are highly professionalized and have very specific quality control
procedures. Such standardization, and the need to have complete procedures in place
before a need arises, may be unfamiliar to social service managers who often use a
reactionary decision-making style in managing their under funded organizations, an

approach that could be called “make-do-as-we-have-to” or “just-in-time” capacity
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building. This approach does not work in health care. As one Wisconsin Partnership

Program manager put it:

“People on the social services end of things don’t necessarily have a good
understanding of what it takes to be a provider of medical services and nursing
services. In particular, people don’t realize that there are certain ways to do

things according to standards of practice and that you really can’t bend the rules.”

Another admitted, “I didn’t fully understand what all was involved (in medical care) and
number two, I thought we could just sort of add on that as we needed to, that most of it

was going to be social work.”

Voice of Experience

Wisconsin Partnership Program managers advise social service
organizations that take on a Partnership Program to assume that “you don’t
know what you don’t know” about medical care and seek guidance from the

health professions. Once standard professional procedures are in place,
the organization can consider ways to assure that the care provided is
consumer-centered.

Wisconsin Partnership Program organizations operate under a fully capitated system.
This places the organization at financial risk and puts it in the potentially conflicting role
of acting as both provider and payer of services with its members. As one founding
manager of a Wisconsin Partnership Program said, “When you are the payer and the
provider, it makes for a very complex working environment for staff. On one hand we

must arrange for and monitor services, on the other hand we are paying and are not a
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disinterested party. We wear different hats at different times and must be aware of the

complexities.”

Managing these complexities requires organizations to have systems that will allow them
to make good care decisions while, at the same time, not putting themselves at
unnecessary financial risk. The Resource Allocation Decision (RAD) Methodology (See
Appendix P) has been very helpful to the Wisconsin Partnership Program organizations
in evaluating the need for requested services. One Wisconsin Partnership Program has
also developed an assessment tool for evaluating the “social necessity” of a request for
service (Appendix Q). All Wisconsin Partnership Programs continue to work on

developing information collection and analysis systems to aid in care decisions.

The one Partnership Program that had long-standing experience operating a PACE
program found it had unique challenges when it adopted the Partnership Program. Unlike
the other three Wisconsin Partnership providers, it had extensive experience providing
health care services under a capitated model. Its challenge was to develop community-
based services. In the PACE program, members come to a central location for services
and the physicians are employees of the organization. Under theses circumstances,
monitoring members’ conditions and overseeing the costs for physician services are
relatively easy to manage. Since Partnership Program members receive care in their
homes and keep their own doctors, new systems that relied on the role of the nurse
practitioner had to be developed. Time and resources need to be devoted to ensure that

the nurse practitioner role is utilized to its fullest potential. This means educating
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community physicians about the nurse practitioner role, program values, and provider

expectations.

Adoption of a Partnership Program is also likely to require changes for the Board of
Directors. As the organization grows and takes on entrepreneurial risk, the board must
reconsider its role and adopt an appropriate style of oversight for the emerging
organization. Wisconsin Partnership Program managers and board members have
stressed the importance of the board trusting the staff to do its job. In a rapidly changing
environment, board involvement in operational decisions can stall and, ultimately, block
progress. The board must develop mechanisms for providing responsible oversight

without micromanaging.

Several Wisconsin Partnership Program boards have done this through a deliberate
process of articulating the organizational values that should guide decision-making,
clearly defining the Executive Directors’ responsibilities and evaluation criteria and
establishing mechanisms for monitoring these. John Carver’s model of board
governance® was helpful to some Wisconsin Partnership Program boards in this board
development process. Explicit board development efforts were needed in both the new
boards of the new organizations that were formed to provide the Partnership Program and

in the existing boards of the organizations that expanded to incorporate the program.

¥ Carver, John. Boards That Make a Difference: A New Design for Leadership in Nonprofit and Public
Organizations (2" Ed.) (1997). CA: Jossey-Bass.
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Voice of Experience

The role of the Board of Directors will need to be reexamined in those
organizations that adopt a Partnership Program. Wisconsin Partnership
Program organizations recommend getting professional board development
assistance with this process.

As Boards are developed it’s important to consider whether and in what
capacity consumers should be involved. One approach to develop a
consumer-centered Board is to have at least 50% of the members consist of
consumers. While this ideology is well intentioned, there is no assurance
that consumer representation on a Board of Directors ensures the quality of
consumer-centered care. More importantly, consumers may feel
uncomfortable being involved in discussions about technical and financial
aspects of the program.

Given these considerations, WPP decided to have a small number of
consumers represented on their Boards of Directors. Consumer
representatives were especially helpful in focusing on the development and
improvement of specifi